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Director of Thesis:
The research hypothesis addressed in this study was that the average
Activities of Daily Living (AOL) score of Catholic nuns in a Motherhouse nursing
home would be lower than the average AOL score of mainstream women in a
community nursing home due to different life course statuses. The research
hypothesis was driven by ideas from age stratification theory with the integration of
concepts from the life course perspective, as well as status and role loss, and
medical sociology. The sample for this study consisted of a total of 170 elderly
women (60 years old and older). Sixty-three were nuns and 107 were mainstream
women. An unobtrusive comparative research design was used.

Support for the research hypothesis was found as Catholic nuns had a lower
mean AOL score than mainstream women. The null hypothesis was rejected at the
.007 significance level using a one-tailed T-test. The original relationship held
when introducing the three control variables (age, source of admission, and length
of stay), except for the youngest age group (64-84 years old) and source of
admission "admitted from another nursing home." The mean difference was
consistently in the direction predicted. Compressed morbidity may be possible.
Women need assistance to cope with and replace lost roles and statuses as they age.
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CHAPTER I
INTRODUCTION

Background of the Problem
"There is now little doubt that the age of age has arrived " (Rowles 1986:2).
Kart (1990:46) described this phenomenon of the increasing elderly population in the
U.S.:
The elderly population of the United States has grown consistently
since the turn of the century, when about 3 .1 million men and women were
aged sixty-five_and over. By 1990 this population is expected to increase to
almost 31.8 million ... , a more than tenfold increase. This is much greater
than the rate of increase for the total U.S. population, which is expected to
increase little more than three times from 76 to 250 million in the same period.
These projected figures were fairly accurate. The U.S. Bureau of Census
(1992: 14) reported the following:

Total U.S. Population

Persons over
65 years old

1990

249.9 million

31.2 million

1991

252. 7 million

31.8 million
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Streib (1983:40) emphasized, "The fastest-growing segment of the older
population of the United States consists of those who have been designated old-old,
the frail elderly, the over 75." He further cited that this age group had a population of
over 8 million.
At the time of Streib's writing, researchers, gerontologists, and policymakers
were defining the elderly in several different ways. Some were designating them as
only one group of 65 years of age and older. As Kart points out, "Much of the
available data in the United States define the elderly as those sixty-five years of age
and older" (Kart I 990:45). However, Kart (1990:46) described two additional
methods for grouping the elderly: First, he cited Neugarten's (1974) "... distinction
between the young-old (fifty-five to seventy-four years of age) and the old-old
(seventy-five years of age and older.") Secondly, he pointed out that:
recently, the National Institute on Aging has sought research proposals to
study those individuals eighty-five years of age and older. This activity
suggests the usefulness of further subdividing the old-old into those seventyfive to eighty-four years (the elderly) and those eighty-five years and over (the

ve,y old).

Three age groupings for the elderly have been developed by sociologists to
identify the many changes which occur in the elderly. These three age groupings are:
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young-old, 65-74 years old; middle-old, 75-84 years old; and oldest-old, 85 years old
and older (Seccombe and Ishii-Kuntz 1991 :528).
The rapidity of change occurring in the elderly U.S. population is further
reflected by the fact that the fastest growing segment of the population in 1986 had
changed from being the old-old, persons 75 years and older, as Streib found in 1983,
to being the oldest-old, persons 85 years and older (Rowles 1986:8).
One of the results of the changes occurring among these three age cohorts is
the pattern of nursing home use. Kane and Kane ( 1987) view nursing home use as
being associated with the development of disabilities with age. The pattern of nursing
home use has a'.'- .. marked increase in the decade after age 65 and an enormous
increase after age 85" (Kane and Kane 1987:24).

A similar pattern was found in

another study, using 1984-1985 data. It included persons in both the community and
in nursing homes. Findings were that 71 % of persons 65-74 years of age were
functionally dependent and 93% of persons 85 years of age and above were dependent
(Hing 1991 :224). Furthermore, Hing ( I 99 I :224) found that " ... nursing home use
increased from 6 percent among those age 65- 74 years to 36 percent among those
age 85 years and over."
This issue of increased numbers of dependent elderly was highlighted by
Pruchno, Michaels, and Potashnik (I 990:S259), "According to statistical projections,
in the year 2000 the dependent aged population will number close to 6.5 million
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people, more than one third of whom will live in nursing homes" [Weissert I 985]. In
addition, Liang and Tu ( 1986) "... estimated that the lifetime risk of
institutionalization is 29.7 percent, with the possibility of entering a nursing home
increasing to 45.6 percent by age 90." Finally, Seccombe and Ishii-Kuntz (1991 :S28)
reported that one-quarter of the oldest-old group are institutionalized.
The Research Problem

Sig11/fica11ce of the Proh/em
The previous.discussion clearly illustrates the increase in the elderly population
in the United States, as well as the increases in dependent elderly who often require
institutionalization. These trends have been the source of a substantial amount of
research; however, there are still impo11ant issues and questions which remain
unaddressed and unanswered.
Four areas which have been identified where contributions are needed are: I.
lack of research on oldest-old elderly (85+) (Streib 1983 ), 2. lack of research
including frail elderly (Streib 1983), 3. lack of research on older women (Yerbrugge
1989), and 4. lack of research on elderly driven by theory (Ferraro 1990). In this
study, sixty-two percent of the total sample (n

= 106) were 85 years old

or older. The

unobtrusive method used in this research included the frail elderly.
The third area, research regarding older women, was addressed in this study.
The life expectancy of females is seven years longer than men (Seccumbe et al. 1991 ).
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This fact is reflected in nursing home populations. Seventy-one percent of nursing
home residents are women (Kart 1990). In spite of this fact, there is a lack of
research regarding elderly women and especially elderly women in nursing homes.
Most studies of nursing homes group males and females together. This need for more research about elderly women was discussed by Verbrugge

(I 989:70) when she challenged policymakers" ... to give as much serious attention to
living as to dying, to nonfatal conditions and difficulties in doing desired activities that
compromise life's value in later life, especially for women."
The fourth area, research on the elderly driven by theory, was also addressed in
this study. Kart (I 990) and Ferraro (I 990) asserted that research regarding the elderly
based on theory was rare. This was also found to be the case in the present literature
review.
This research was based on a theoretical framework that incorporated ideas,
concepts and theories from four areas of sociological study. These four areas
included:
I. age stratification theory,
2. role and status loss concepts,
3. life course perspective, and
4. medical-sociology concepts.
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Three case histories, based on personal experiences as a registered nurse,
illustrate that status and role losses experienced by women during their life courses
affect them psychologically, sociologically, and physically. These case histories
illustrate the link between body, mind, and society, as well as the principles of age
stratification.
The first case history describes a middle-aged woman on a surgical unit. She
was admitted several times during a period of one year for problems-witll. the urinary
system. She had experienced status and role losses. Within the year of her first
admission the following life events had occurred:
I. death of her mother,
2. divorce from her husband, and
3. her daughter going to college.
Early one quiet, Saturday morning, her physician was overheard saying to
another physician (in reference to this woman), "Sometimes I think my patients need a
psychiatrist more than they need me."
On this surgical unit, many of the persons admitted for surgery had
experienced status and role losses within recent months of their admission. Nurses
were often unable to deter future readmissions since time did not permit assisting
them with their adaptation process. Also, health care system referrals were not made
to n1ental health personnel. These experiences confirmed my interest in psychiatric
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nursing. Further observations as a psychiatric nurse confirmed that many patients
admitted to in-patient psychiatric uni ts had also recent ly experienced a status and/or
role loss (or losses). Death of a fani ly member, divorce, loss of j ob, and/or retirement
are examples of such preci r,i tating events
The next two case hist ories describe elderly women who were initially
hospi 1alized for physical proble111s but were later transferred to a 111ental health unit.
The second case histor)' describes a woman in her late sixties whose husband
had retired \,\ ithin recent months She was having major prob lems dealing with his
being home all da~

It was affecting her daily routine She was also unable to e,press

her needs and feelings. /\son 111any 111ental health units, classes to build coping sk ills
were offered She attended coping with losses and assertiveness training during the
intervention of the hospitali zation The elderly woman was then bet1er able to grieve
the 111any losses which had resulted from her husband's retirement

She also was able

to better identify her needs and asserti\'ely e;,,;press them This enabled her and her
husband to make the necessary adjustment to hi s retirement
Thi s th ird case history involved an 82 year-old woman who was transferred to
the 111ental health unit

Her husband had recently died

independent prior to his death

She had always been very

However, after the death, family members "wouldn't

leave her alone" She reported to staff that immediately aner his death, Camily
members started telling her what to do and how to do it They con tinuouslv dropped
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by to make sure she was "all right." (She continued to live alone in her home and did
not want to change this arrangement. She was very capable of taking care of herself)
Her primary treatment goal was to learn how to tell her family her feelings about what
was happening and what she needed from them.
While in the mental health unit, she attended assertiveness training and did an
excellent job learning to express herself in family conferences and during visits home.
Consequently, she and the family made a satisfactory adjustment to their new situation.
These three examples illustrate the status and role losses mainstream women
experience during their life courses, and the symptoms and social problems that
develop. Age stratification theory recognizes these interconnections by viewing aging
from the perspective of a systematic whole which includes both structure and process.
The age structure of people and roles in middle-aged and older women as their life
courses unfold are apparent in the greviously described life changes of women. As
family members age and move on to college, die, choose to leave by divorce, or retire,
women's lives require adaptation due to loss of roles and statuses. The process of
adaptation requires coping skills and appropriate resources. The availability or lack of
coping skills or resources can affect the adaptation process. This will be illustrated
further in the discussion of medical sociology concepts later in this chapter.
More recent nursing experiences have introduced me to elderly Catholic nuns
in Motherhouse nursing homes. This association precipitated the understanding that
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Catholic nuns and mainstream women have significantly different life courses and,
therefore, possibly age differently.
Problem Statement
The research problem investigated in this study is, "How do the Activities of
Daily Living levels of Catholic nuns in a Motherhouse nursing home compare with
those of mainstream women in a community nursing home?" This problem addresses
concerns in each of the four areas previously discussed in that: I) 62% are 85 years
'
old and older, 2) nursing home frail elderly are included, 3) subjects are female, and
4) the research is driven by theory.
Delimitations
This study includes the following delimitations:
I.

Elderly Catholic nuns in a Motherhouse nursing home comprised one
part of the sample.

2.

Elderly mainstream women in a community nursing home comprised a
second part of the sample.

3.

All women in the total sample were over 60 years of age.

4.

These nursing homes were located in Kentucky.

5.

Field data was collected by the researcher.

6.

The methodology included the frail elderly.

Definition of Terms

Activities of daily living

JO
Tasks performed to maintain personal independence in the care of self.
This research identifies nine such activities: dressing, grooming, bathing, eating,
ambulation, bed mobility, transferring, toileting, and wheeling (use of wheelchair).

Intermediate Care
Nursing care offered to a person who is medically stable but needs assistance
with activities of daily living and personal treatments which are medically prescribed
(such as medications, catheters, etc.)

L!fe course status
In this research, life course status refers specifically to whether a subject
was a nun or a mainstream woman as she aged. These two groups are considered as
separate statuses. This is due to the different rights, privileges, and honor (or lack of)
available to each during the course of her adult years.

lvlai11stream Woman
In this research project, a woman who is not a nun.

Motherho11se
The "homebase" for a convent of nuns. The administration of the religious
order is located here. In this research, where the convent's nursing home is located
and is referred to as a "Motherhouse" nursing home.

N1111s
In this rese~rch, Nuns refers to a female who is a member of a Catholic
religious order.

Nursing home
An institution that offers nursing care at the intermediate and skilled care levels
twenty-four hours a day.

Skilled Care
Nursing and rehabilitative services that are prescribed by a physician. These

II

services must be performed by or supervised by an appropriate licensed professional
(such as: registered nurse, physical therapist, etc.).
Summary
The increasing elderly population has produced much need for research. More
research is needed regarding elderly women with disabilities and in nursing homes, the
frail elderly, and persons 85 years old and older. Also, sociological research of the
elderly population needs to be based on theory. This research project was developed
to address these areas of need. Activities of Daily Living levels of Catholic nuns in a
Motherhouse nursing home and mainstream women in a community nursing home are
compared. These two groups of women were chosen due to their very different life
courses. A statistical analysis was completed to determine if there was a difference
between the ADL levels of nuns and mainstream women.
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CHAPTER IT
LITERA TORE REVIEW

The "final common path" of the regression of functional abilities identified by
Katz, Ford, Moskowitz, Jackson, and Jaffe (1963:919) is the path most persons desire
to avoid as they age. (The "final common path" is discussed on pages 16-17).
However, because older women live longer than men, they do so with the burden of

-

chronic health problems and more disability in later years (Verbrugge 1989).
Therefore, women have a distinctly unique final common path.
An alternative path of compressed morbidity was proposed by Fries (1980).
Compressed morbidity describes aging as resulting in longer years with less disability
and illness. Compressed morbidity was expected due to the increase in the quality of
health care, positive changes in personal health habits, along with many other factors
that have been changing in modern society. Unfortunately, such has not yet occurred.
However, Snowdon, Ostwald, Kane, and Keenan ( I 989: I 064) have recommended the
development of public health interventions that "simultaneously maximize the years of
life remaining with good function while minimizing the years oflife left with poor
function."
This research project will identify some sociological factors that may be
.affecting increased and/or decreased functional abilities in older women. If society
can influence "compressed morbidity" into reality for the majority of the aging
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population, elderly individuals would have a better quality of life, and also health care
costs could be reduced.
Discussion of the literature review will include two sections. The variables
examined by this study are: ADLs (dependent variable) and age, source of admission,
and length of stay (control variables). The first section will include variables which are
being examined in this study. The second section will discuss literature regarding
variables that may effect ADLs but are not included in this study. These latter four
variables are: marital status, diagnoses, education, and occupation.
ADLs will first be discussed from the historical perspective of their
development as a measurement of physical disabilities. Then, research regarding
AD Ls of elderly persons will be reviewed. That will be followed by a discussion of
"ADLs as predictors and/or risks of nursing home admissions." Then research
regarding age (a control variable) will be discussed from two perspectives: first, age
and its effects on ADLs, and secondly, age "entwined" (Verbrugge 1989) with gender
and their effect on AD Ls. The two other control variables, source of admission to a
nursing home and iength of stay in a nursing home, will then be discussed.
SECTION ONE

Activities of Daily Living: Measurement of Physical Abilities
"Functional ability is the key to defining the need for long-term care. An
emphasis on functioning taps into the behavioral consequences of disease or ill health,
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rather than focusing upon the disease itself' (Kane & Kane 1987: 13). With
functioning as the indicator of long-term care and the need to provide the services to
prevent further disability and/or to manage chronic functional disability, much
attention and effort has been given by long-term care authorities to determining
"minimal components of independent functioning" (Kane & Kane 1987:4).
In order to be independent, persons must be able to take care of their most
basic needs, such as, dressing, bathing, eating, toileting, and locomotion (Kane &
Kane 1987:4). These tasks which must be done daily are grouped together and called
Activities of Daily Living (AD Ls) (Wiener, Hanley, Clark & Nostrand I 990). Staff
offering long-term care services (non-institutional or institutional ) use ADLs to
measure care needed or offered (Kane & Kane 1987).
"For research on the elderly, the ability to perform the Activities of Daily
Living (AD Ls) has become a standard variable to include in analyses, just like age, sex,
marital status, and income" (Wiener et al. 1990:S229). According to Wiener et al.
(1990), more than 43 Indexes have been developed over the years to measure ADLs
and most add measurements of mobility such as walking and getting around inside or
outside. Most of these have not been tested for their validity and reliability (Weiner et
al. 1990). The Katz Activities of Daily Living Scale is the one most frequently used
(Weiner et al. 1990). This scale was initially developed for the purpose of assessing
the physical functioning of rehabilitating or recuperating patients (Weiner et al. 1990).
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Katz et al. ( 1963) emphasized the need for measures of function:
The need for improved measures of function has long been evident to
those who are concerned with the increasing problems of the aged and
chronically ill. Investigators and those who care for patients need means to
evaluate the results of treatment, as well as quantitative information about the
natural changes of function in the ill and well. Administrators could use
measures of function to assess the needs for care in such community facilities
as hospitals, rehabilitation centers, nursing homes, and home care programs.

The above quote expressed the impetus to the research undertaken by the
Benjamin Rose Hospital staff to develop measures of function (Katz et al. 1963). The
"Index of ADL" developed included ... "six functions, namely, bathing, dressing,
going to toilet, transferring, continence, and feeding" (Katz et al 1963 :914). The
observations made regarding these ADLs were initially completed using elderly
persons with hip fracture as subjects. These observations were extended to include
1,001 individuals in order to determine if the "Index of ADL" could be applicable to
other adult persons (Katz et al. 1963). "Of the 1,001 people, 96% could be classified
by the Index .... Ninety percent were 40 years old or older, and more than 60% were
60 or over. Most had more than one chronic disease" (Katz et al. 1963). Five
hundred forty-one of the 1,001 subjects were evaluated at several different times and
an "ordered sequence of dependency" was identified in 86% of the evaluations (Katz
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et al. 1963) as follows:
Independent
Dependent in bathing
Dependent in bathing and dressing
Dependent in bathing, dressing, and going to toilet
Dependent in bathing, dressing, going to toilet, and transferring
Dependent in bathing, dressing, going to toilet, transferring, and continence
Dependent in bathing, dressing, going to toilet, transferring, continence, and
feeding

The above noted order of sequence in decreased functioning was referred to as
the "final commonpath" and raised the question for Katz et al. (1963) of whether an
opposite ordered sequence occurs, such as, when an individual is increasing
functioning during recovery from a disabling illness. Katz et al. (I 963) studied 100
new admissions who were either dependent in all six ADLs or dependent in five ADLs
and found that, as these individuals improved, they experienced these three stages:
1. Independence in feeding and continence.
2. Independence in transfer and going to toilet.
3. Independence in bathing and dressing.
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This order of recovery is similar to the development of functions by children
and the previously noted regression of functional abilities is possibly an "... ordered
regression as part of the natural process of aging" (Katz et al. 1963 :914). "Individual
grades of the Index can be thought of as 'final common path' expressions that describe
the adequacy of organized neurological and locomotor response of the organism (Katz
et al., 1963 :9 I 9). These findings "tend to validate the Index as a true measure of
primary biological and psychosocial function" (Katz et al. 1963).
Katz et al. ( 1963) proposed the Index of AO Ls as being a tool for many fi.1ture
uses, including use as a survey instrument and/or for the studying of the process of
aging. The usefulness of the measurement of AO Ls in nursing homes has become
apparent since 1963. However, this literature review reflected the lack of studies
investigating the AOL levels of women in nursing homes. No data are available for
the findings of this study to be compared to, except studies that include both genders.
The research available regarding AOLs of the elderly (institutionalized and noninstitutionalized) will now be discussed.

AOLs of the Elderly
Weiner et al. ( 1990) summarized the "type of information on AOL items" in
eleven national surveys. Two of these surveys involved institutionalized elderly: I)
the 1985 National Nursing Home Survey (NNHS) with a population of current nursing
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home residents and 2) the 1987 National Medical Expenditure Survey (NMES) with a
population of nursing home residents and personal care residents. The NNHS sample
was of 4,650 elderly persons and the NMES institutional sample was of2,800 current
residents and 2,800 new admissions. The NNHS was a cross-sectional study (Kane &
Kane 1987) and the NMES was a longitudinal study (Weiner et al. 1990). Neither of
these studies examined the level of difficulty with AD Ls, although receiving assistance
from another person was examined.
A comparison of these two surveys regarding receiving of assistance with
AD Ls from another person was made by Weiner et al. ( I 990:S235). Percentages were
as follows for current residents:

Receives Help of
Another Person with ...
One or more ADLs
Bathing
Dressing
Transferring
Toileting
Eating

1985
National
Nursing
Home Survey

1987
National Medical
Expenditure
Survev

91.6%
90.4%
76.0%
61.8%
50.5%
31.8%

91.3%
90.0%
78.7%
64.5%
66.7%
34.9%

As noted, bathing consistently had the highest percentage of elderly receiving
assistance and eating consistently the lowest percentage receiving assistance (if the cell
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size was large enough for an estimate). This same pattern, of bathing having the
highest percentage and eating the lowest percentage, of elderly receiving assistance for
AD Ls, was also illustrated by Wiener et al. (1990:S234-S235) regarding noninstitutionalized elderly in five national surveys. These findings possibly reflect the
ordered sequence of dependency reported by Katz et al. (1963).
The five ADLs cited in, Wiener's study are the five AD Ls most studies focus
upon (Wiener et al.: 1990). Wiener et al. ( 1990) discussed the previously used
disability classification by the National Health Interview Survey (NHIS) which
determined only if a person was "unable to perform your major (or usual) activity"
[National Center for Health Statistics, 1979]. The advantages of the use of AD Ls
(Wiener et al. 1990) are:
ADLs are more specific and concrete ... , thus avoiding situational or
contextual differences among survey respondents .... Another advantage of
ADLs is that they can be used to provide general information on the basic
service needs of the disabled. A person unable to feed himself needs help
eating; .... Finally, ... ADL status is a good predictor of a wide range of
health-related behavior.

In a report "Long Term Care for the Functionally Dependent Elderly", Hing
(I 991) described the dependent elderly population (institutionalized and non-
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institutionalized). The 1985 NNHS data was combined with the SOA and 1985 NHIS
survey in "a recent report from the National Center for Health Statistics (NCHS)."
Eight million elderly 65 years and older (29%) (1984-1985) "were functionally
dependent and at risk of needing long-term care services" (Hing 1991:224) as follows:
Percent

Number ADLs
Assistance Needs

49%
9%
17%

I-2
3-4
ALL 7

Twenty-five percent "were dependent in only the !AD Ls," [Instrumental Activities of
Daily Living] (Hing I 991:224). The seven ADLs
are the basic personal functions of bathing, dressing, eating, getting in and out
of a bed or chair [sometimes referred to as transfer], mobility, using the toilet
and continence. IADLs ..... are everyday activities that enable an individual
to live independently in the community: preparing meals, shopping, managing
money, using the telephone, doing light or heavy housework, and getting
around outside the home (Hing 1991 :223).

Hing (1991 :224) described the institutionalized elderly in the 1985 NNHS, by
illustrating in the following graph the "percent of functionally dependent persons 65
years old and over residing in nursing homes by level of ADL."
As noted, "nursing home use was greatest among those dependent in five to
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seven ADLs. There was nearly a linear relationship between the percent of
functionally dependent elderly residing in nursing homes and the number of ADL
dependencies" (Hing 1991 :224). Approximately 76% of the elderly dependent in all
seven ADLs were nursing home residents (Hing 1991 :224).

Pereenl

IADL only

1 AOL

2 AD Ls

3 AOL&

.4 AOL&

5 AOL&

6 AD Ls

7 AO Ls

Level of AOL or !AOL dependency

Figure I --

Percent of functionally dependent persons
age 65 years and over residing in nursing
homes by level of ADL or IADL
dependency: United States, 1984-85.

"... dependence in the AD Ls for nursing home residents was defined as
requiring (needing) assistance of another person or special equipment to perform the
activity. Dependence in the IADLs for nursing home residents was defined as
receiving personal help or supervision to perform the activity" (Hing 1991 :223).
Kane et al. (1987:224) reported that the number of research studies regarding
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nursing homes is "voluminous" and that, "Allusion to all the studies we identified
would yield a tedious catalog, and attempts to find every last study would have had
diminishing returns." This reflects the difficulty in identifying studies which are
significant for this research project. Few studies are available regarding ADLs of
residents in nursing homes and, as the above cited research illustrated, even fewer
studies look at ADLs controlling for gender.
It is a well known fact that elderly women are the highest percentage of
nursing home residents and, although the recognition of the need for research about
elderly women has been emerging, there are virtually no sources which emphasize or
even acknowledge the need for research on elderly women in nursing homes.
Studies that include gender as a variable generally do not report specific ADL
functioning. It is usually reported only as "needing assistance." The amount of
assistance needed is not analyzed. Braun et al. ( 1991) completed a study of males
only. The amount of assistance needed for AD Ls was examined. The Katz Index of
ADLs (Katz et al. 1972) was used in that study.
Shapiro and Tate (1985) identified problems with performance of ADLs as one
of several predictors of institutionalization. This predictive process is validated by
more recent research which has found that elderly patients in nursing homes have
consistently been found to need assistance with one or more ADLs (Braun, Rose &
Finch 1991; Wiener et al. 1990; Hing 1991 ).
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ADLs as Predictors and/or Risk of Nursing Home Admissions
Hickey (1980:33) discussed the following:
The concept of health risk is as important to our study of aging as those of
chronic illness, health behavior, and patient care. Because of the increasing
incidence of chronic conditions with age, older persons constitute a major a/-

risk group in society today. Such conditions are characterized by limitations in
daily activities and by the need for extended long-term care, be it in the home
or in an institutional setting.

In recent years, the above has been confirmed in several studies. These studies
have found that the need for assistance in AD Ls is a predictor of nursing home
admission and/or places the elderly at risk of nursing home admission (Branch & Jette
1982; Braun & Rose 1989; Greene & Ondrich 1990); Pruchno, Michaels & Potashnik
1990; and Shapiro & Tate 1988). In addition to identifying the need for assistance
with AD Ls as a predictor and/or risk of institutionalization, some of these studies
identified specific AD Ls. A discussion of these studies follows.
Use of ambulatory aids. Branch and Jette (1982) identified from their six-year
longitudinal study of 1,625 Massachusetts elderly living in the community that
persons using ambulatory aids (when compared with persons having no risk factors)
were 4.1 times more likely to be admitted to a nursing home.
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Transferring and repositioning. Programs of care in community settings which
are trying to prevent institutionalization have difficulty offering the services of
transfers (such as from bed to chair, etc.), if two persons are needed to accomplish the
task, and also repositioning when required every two hours (Braun & Rose 1989).
Personal Care versus mobility. In an analysis of the 1977 National Nursing
Home Survey, Weissert et al. ( I 984) found that 30 times more of the residents needed
assistance with personal care (bathing, dressing, toileting and eatingfthan with walking.
In summary, research has confirmed that ADLs predict admission to a nursing
home. The use of ambulatory aids, the need of transfer (to and from a bed or a chair),
repositioning every two hours and assistance with personal care (bathing, dressing,
toileting and eating) have been specifically identified as predictors. The question
'

regarding the affect of age on AD Ls is also pertinent to understanding characteristics
of persons in nursing homes.
Age and ADLs
Current literature supports the fact that dependency in ADLs increases with
age (Hing 1991; Seccombe & Ishii-Kuntz 1991) and that nursing home admissions
increase with age (Green & Ondrich 1990).
As previously discussed in Chapter I, until recent years most data regarding
the elderly was available only as one large age group, "65 years and older" (Kart
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1990). This large age group is not homogenous (Binstock 1985). This lack of
homogeneity is described by Seccombe and Isshii-Kuntz (I 991 :528)
as follows:
Despite the collective label of "elderly" persons within this age group may have
little in common with one another. Cohort member's ages can easily span a 3 0year period, a time when tremendous changes take place physiologically,
psychologically, and sociologically. For example, persons age 85 and over are
more likely than those under the age of 85 to be in poorer health, to need
assistance in dressing, bathing, eating and other activities of daily living
(ADLs), ...

Seccombe and Isshii-Kuntz ( 1991 :528) further reported:
According to data from the U.S. Bureau of the Census (1984), only 8% of
those persons in the 65-74 age group (referred to here as the "young old")
needed the help of another person in at least one ADL, whereas this percentage
increased to 22% for the middle-old cohort (age 75-84), and to 54% for the
oldest-old group of 85 and over.

Hing (1991) reported from combined data from the 1985 NNHS, the SOA,
and the 1984 NNHIS that, in 1984-1985 in the United States, assistance in Activities
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ofDaily Living was required by 20% of elderly ages 65-74 and approximately 66% of
elderly ages 85 years and over. Hing ( 1991) further reported that in the United States,
1984-1985, "about 76 percent of the elderly dependent in all ADL functions were in
nursing homes compared with 4 percent of the elderly dependent in only one ADL
function." Hing (1991) also reported that nursing home use (1984-1985) increased
from 6% among ages 65-74 years to 93% of those age 85 years and over. The NNHS
found that the average age of functionally dependent elderly in nursing homes was 83
years of age; the average age of elderly using informal home care services was 77
years; and 78 years was the average age for those using formal home care services
(Hing 1991 ). Research has also found that there is a correlation between increasing
age and increasing scores for a greater need of assistance with AD Ls with the highest
scores being "for persons aged 85 and over" (Wiener et al. 1990).
Residents 75 years of age and older comprise four out of every five residents in
nursing homes (Kart 1990). Moreover, states with a larger population in nursing
homes were found to have a large population of persons 75 years old and above (Kart
1990).
The previously cited literature confirmed that ADLs increased with age. Also,
use of nursing homes increased with age. Researchers have identified patterns of
nursing home use which have resulted from these two associations (Kane & Kane
1987).
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At age 65-75, a "marked" increase in admissions is noted with an "enormous"
increase after age 85 (Kane et al. 1987). Hing (1991) using 1984-1985 data, including
persons in the community and in nursing homes, illustrates this pattern of increased
disabilities with age: 71% of persons 65-74 years of age were functionally dependent
and 93% of persons 85 years of age and above were dependent. Green and Ondrich
(1990) found also that as age increased, the risk of admission into a nursing home
increased. This relationship of age and dependency was also illustrated by the
previously mentioned finding of Hing ( 1991) that the average age of nursing home
residents was 83. This indicated that as the age of elderly in the United States
increased, so did the age of nursing home residents.
Age, Gender. and ADLs
Female residents comprise more than 71% of the nursing home population
(Kart 1990). This percentage reflects the fact that females are the predominate gender
in the elderly population and also that more females than males are over the age of75
(Kart 1990). This gender ratio imbalance is greatest among the old-old (85 and older)
and is reflected by the fact that in 1980 there were only 44 males for every 100 females
in that age group (Seccombe & Isshii-Kuntz 1991 ). This also reflects the fact that the
average life expectancy for females exceeds that of males by seven years (Seccombe &
Isshii-Kuntz 1991 ).
The "frail elderly (85 years and older)" (Catchen 1989:34) is presently the
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fastest growing age group in the elderly population (Catchen 1989:34; Rowles
1986:8). "Current projections are that by the year 2000 approximately two-thirds of
the frail old will be women" (Catchen 1989:35). Further projections, reported by the
Older Women's League in J 987, are that "by the year 2010, average female life
expectancy is projected to increase to 86.1 years and the number of women over age
85 will more than double" (Older Women's League, 1989:69).
Verbrugge (1989) offered further insight regrading this phenomenon of the
elderly female. Verbrugge (1989) asserted the constancy of the presence of age and
gender ( or sex) throughout the life course for both men and women. She further
emphasizes they are inseparable and have both biological and social dimensions which
result in different affects on health. She explained it as follows:
Both sex and age are fundamentally biological, yet they become densely social
-- as gender and aging -- as a person lives. Gender penetrates and fashions sex.
Becoming a child, a youth, and then an adult is a social process woven through
biological age. Whether overtly or covertly, sex and age are involved in role
training and rewards, the formation and maintenance of close social ties,
productive activities at home and elsewhere, and encounters with health risks
and their physical and mental outcomes. They are never really separable in
social life. It is a person's age-sex category, not just age and not just sex, that
inspires particular social attitudes and confers certain demands. Together,
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these two features carry people across their life course, for better or worse in
health and social standing.

Verbrugge (1989:24) further stated that there is" ... a key feature of life:
physical health and how the entwining of gender and aging leads to different health
experiences for middle-aged and older men and women." This is illustrated by the fact
that women develop non-fatal chronic health problems resulting in greater disabilities
than men and longer life spans. However, men have shorter life spans due to
developing fatal illnesses and they die having experienced less time with disabilities and
health problems.
Due to women having more chronic health problems and living longer than
men, women use long-term care services more than men do (Older Women's League,
1987:66) and "institutional residence is more common for older women than older
men" (Verbrugge 1989:64-65). Using 1984 Census Bureau Data, the Older Women's
League (1989:67) reported that 900,000 of the 1.2 million elderly in nursing homes are
women.
The "entwining" of age, gender, and health results in difficulty performing
AD Ls increasing with age in both males and females. The greater need for assistance
with ADLs by both sexes as they age was reported based on data from the SOA,
NHIS, 1984, from a study by Dawson, Hendershot, and Fulton 1987 (cited in
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Verbrugge 1989:54).
"Relatively few people living in the community (the non-institutional
population) have ADL. .. problems" (Verbrugge 1989:53). Percentages increase as age
increases but continue to be small until 85 years and older for both males and females
(Verbrugge 1989:53). Verbrugge (1989:53) further explained the phenomenon of
women having greater ADL dependencies than men as they age:
Women are more likely to have difficulty doing all the activities~except--·
telephone use and eating. The sex differences tend to get larger as age
increases; thus, females' "extra" troubles are more obvious. The sizeable
difference from age 85 onward partly reflect women's older average age in that
span and, most likely, a real expression of age specific differences.

No further literature controlling for gender was found that illustrated levels of
dependency in AD Ls for elderly in nursing homes. Length of stay and source of
admission, the other two control variables of this study, are also neglected areas of
research; especially, their affect on ADL levels.
Length of Stay
The average length of stay for the typical nursing home resident is 2.6 years
(Kart 1990:427). T_his typical nursing home resident was previously discussed as
white, female, widowed, and 79 years old.
The _only study identified in the literature that researched the length of stay in
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nursing homes was discussed by Hickey (I 980: 138-140) using preliminary data from
the 1977 Nursing Home Survey. From this data "over two years" was the average
length of stay. The length of stay increased as age increased with 60 to 70% staying
for longer than a year. Sixty-two percent of all discharges went to another nursing
facility.
Source of Admission
Citing the I 977 U. S. Department of Health, Education, and Welfare
(USDHEW) Report, Kart ( 1990:427) reported that "most" elderly had resided in
another institution prior to admission into a nursing home.
Hickey ( 1980: 128) reported from the same 1977 USDHEW data that most
married persons are admitted from home; however, single, widowed, and divorced
persons usually are admitted from a hospital or another long-term care facility.
Kane, Matthias, and Sampson (1983: 1058) studied" ... 23,557 hospital
discharges of persons 65 years old and older in I 980 ... " and found that only 9%
were discharged to a nursing home. When controlling for gender, this study illustrated
that 6% of males were discharged to a nursing home and I I. I% of females. Almost
twice as many females went to a nursing home than males.

SECTION TWO
This section of the literature review will discuss four variables (marital status,
diagnoses, education, and occupation) which possibly affect ADLs but were not
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examined in this study. This discussion is included due to the insights each of these
variables can provide for interpretation of the findings of this research project.
Marital Status
The complexity of the problem increases further as we now consider marital
status. Verbrugge (1989) frequently referred to the "entwining of age and gender".
When examining elderly women in nursing homes, age and gender "entwine" with
marital status which further "entwines" with poverty and/or social economic status.
Hickey (1980: 126-127) illustrated this "entwining" of age, sex, and marital status of
residents in nursing homes by the use of data from 1977 Vital Statistics of the United
States.
These data clearly indicated that consistently in three groups of nursing home
residents (age and both sexes, age and males, and age and females) the largest
percentage of each age group was in the "widowed, divorced or separated" category.
(There were two exceptions: 1) males, 55-64 years, "never married" the highest
percentage (48%) and 2) females, 45-54 years "never married" was the highest
percentage (48%).
The thread of poverty and/or social status is entwined in the cord of age,
gender, and marital status. Longino et al. ( 1989:87) found "being married seems to be
strongly associated with socioeconomic status and negatively associated with
poverty." They used data from the 1984 NHIS, which included the SOA for the first
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time, "... to explore the relationship between social class and health among the elderly
in the United States" (p. 83 ). Longino et al. ( 1989) developed four socioeconomic
quartiles (lowest, second, third, and highest) and two levels of poverty (below and
above) and did multivariate analysis of these by demographic characteristics, which
included age, gender, and marital status. This multivariate analysis clearly
demonstrated face validity for the two measures for social class and that 70.8% of the
below poverty level group were women versus 55% of those above the poverty level.
The four socioeconomic quartiles produced a stronger association with gender. The
lowest percentage of women (46.0%) were in the highest quartile with this being the
highest percentage for men. The percentage of women in the lower three levels
gradually increased to the highest percentage of females being in the lowest quartile
(62.8%). The opposite was shown for males with their percentages gradually
decreasing to the lowest percentage (37.2%) being in the lowest quartile.
This multivariate analysis did not analyze marital status by gender; however,
married elderly were the highest percentage (88. 7%) for the highest socioeconomic
quartile, the lowest percentage for married was 39.1 % for the lowest socioeconomic
quartile, and married elderly were 65.8% in the above poverty level versus 30.2% for
below poverty level. The widowed were 9.7% of the highest socioeconomic quartile
and increased to 44.6% for the lowest socioeconomic quartile. In the two poverty
levels, widows were only 24.3% versus 48.9% for below poverty level.

34

The other three marital status groups examined were: divorced, separated, and
never married. Each of these groups were highest consistently in the lowest
socioeconomic quartile and the below poverty level. In summary of these statistics,
almost nine often persons are married in the highest socioeconomic quartile and less
than two-fifths are married in the lowest socioeconomic quartile. Longino et al.
(I 989: 88) discussed this situation as follows:
Marital status does not stand alone as an explanatory variable
associated with social class. It is nested in a set of variables including age and
gender. With each advancing age category, one will find fewer married
persons and more widows. Since mortality rates are higher for men, this
means that more women are widowed. The relationship is the strongest among
the very old (Longino, 1988). Longino (1987) found that in the advanced
years (over age 85) nearly half of the men were married but fewer than a tenth
of the women were married. This is an extremely large disparity, but the
reasons for it are relatively straightforward. The remarriage rate of men after
widowhood far exceeds that of women. Women are apt to become widowed
partly because husbands tend to be older than wives. Marital status may be
associated with social class indirectly through the age and gender connection.
Its potential effect upon the relationship between social class and health is not
as clear as that of age and gender.
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Ruth Side! (1986:157) in The Special Plight of Older Women described the
age, gender, and socioeconomic associations as, "They are the fastest growing
segment of the U.S. population -- women over sixty-five -- and nearly one out of
every five lives in poverty." Side! (1986: 158) cited 1984 Census Data to further
support these associations, "Elderly women today have a higher rate of poverty than
do elderly men. In 1984, according to the Census Bureau, 8.7 percent of men and
15.0 percent of all women age sixty-five and over had incomes below the poverty
line." Side! ( 1986) supported data from Longino et al. ( 1989) regarding poverty and
marital status by reporting that single women (those never married, widowed,
divorced, or separated) are the greatest number in poverty.
Catchen (1989:34) offers some further information that sheds light on the
plight of older women as related to marital status:
Women depend upon employment and/or marital status for health insurance
coverage. Almost half(40 percent) of all divorced women and approximately
one-quarter (27 percent) of all widows not in the labor force have no private
health insurance.

This lack of the health insurance coverage would probably decrease the
amount of health care received by divorced and widowed women which could result in
more disability due to illness and ultimately nursing home admission.
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Poverty has been found to be associated with nursing home admission (Hing,
I 99 I) as well as being female and unmarried. Elderly persons who were functionally
dependent but had an income above the poverty threshold were found to more
frequently use both formal and informal services rather than nursing home services;·
dependent elderly with income below the poverty level were found to be associated
with nursing home use (Hing 1991 ).
We have discussed that the highest percentage of nursing home-elderly-·
residents are widowed. Prior to admission many of them had been living alone. Kart
(1990:428) says, "Both widowhood and living alone appear to put some at risk for
institutionalization. Generally speaking, people who grow old and sick will be less
able to cope with the situation if they live alone."
Hing (1991 :225) reported that being unmarried was a factor" ... significantly
associated with nursing home use." As a woman's age increases, her chances of
becoming a widow also increases dramatically; therefore, many older women are single
and living alone and "only one out of five persons age 85 and over live with a spouse"
(Seccombe & Jsshii-Kuntz 1991 :528).
This information regarding poverty and nursing home use along with the
presence or lack of social supports which also entwines with marital status create
further complexity regarding elderly women in nursing homes and why they are there.
How does all of this information regarding age, gender, marital status, poverty,
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and social supports relate to health and most specifically ADLs of women in nursing
homes? No specific research was identified that analyzed marital status and its
association to ADLs in nursing homes. However, Longino et al. (1989) did find
functional health to be associated with socioeconomic status and poverty which, since
elderly women are the greatest number in the lowest socioeconomic category and
below poverty level, offered some insight into the possible causes of the high number
of elderly women in nursing homes.
Edwards, McKeown, and Whitfield (1959) studied disability and disease in
older males" (cited by Longino et al. 1989:98-101) and showed "... that even though
the prevalence of disability increased with age, the social class effect remained." They
further cited Chirikos and Nickel ( 1986) as having indicated that the association of
social class and functional limitations is usually studied from the focus of limitations
related to work. Edwards et al. (1959) data was illustrated by Longino (1989:99) and
clearly showed that all disabilities except eating increased as socioeconomic status
decreased through four socioeconomic quartiles (highest, third, second, and lowest).
The ADLs measured by this study included chewing, eating, bathing, dressing, arising
(getting in and out of a chair), walking, getting outside, and bladder control. Eating
was highest in the lowest socioeconomic quartile but not the lowest in the highest
socioeconomic quartile. Eating ranged from I. I in the highest socioeconomic quartile
to 0.8 third, to 0. 7 second, and 2.4 lowest. This supports previously mentioned
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research that few elderly have problems with eating.
Chewing and walking were the two ADLs most strongly associated to
socioeconomic status. Regarding this study, Longino et al. (1989: 100) concluded
that, "Functional limitations, therefore, as measured by activities of daily living, are
concentrated among the poorest segment of society." Thus, the one out of every five
women 65 years old and older living in pove11y (Side! 1986) may be a major influence
on the large numbers of elderly mainstream women in nursing homes.
Diagnoses and ADLS
Kart ( 1990:427) reported from a 1977 U.S. Department of Health, Education,
and Welfare report that "almost 81 percent of nursing home residents were admitted
primarily for physical reasons. The chronic conditions that are most prevalent in the
elderly institutionalized population are stroke, heart disease, arthritis, and
rheumatism."
Kane, Saslow, and Brundage ( 1991 :62), in their study among the cognitively
impaired, found that "the diagnosis of dementia was strongly associated with nursing
home residence." Braun et al. (1991 :652) supported this association in their study by
finding dementia as one of the characteristics of persons most likely to be admitted to
a nursing home. Their study also identified cancer as a diagnostic characteristic most
likely resulting in a nursing home admission. It was found, also, that "patients with
musculoskeletal diagnoses were unlikely to enter nursing homes, suggesting that
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patients whose ICF status is due primarily to ADL impairment from musculoskeletal
problems may represent a subgroup of long-term care patients who are relatively easy
to manage in community ICF settings" (Braun et al. 1991).

Dementia/Alzheimer's Disease
The Older Women's League (1989:60) described Alzheimer's disease as it
relates to women as follows:
Alzheimer's disease accounts for about 75% of dementia among the elderly. It
is a crippling organic brain disorder, manifested in intellectual deterioration, loss of
recent memory, and behavioral and personality changes. Its victims are somewhat
more likely to be female, possibly a function of women's greater longevity. As a
degenerative condition, Alzheimer's disease has a very high "secondary victimization"
rate, taking an excessive toll on family caregivers, most of whom are women.
Fillenbaum, Dellinger, Maddox, and Pfeiffer (1978) determined that "Cognitive
impairment and ADL status are correlated but are separate dimensions of functioning"
(cited by Wiener et al. 1990:S230). "Not all persons with substantial cognitive
impairment have ADL dysfunctions" was also emphasized by Wiener et al. (1990:
S230). This fact is why there appears in the literature the need to expand the
instruments measuring ADLs to include not only the need for hands-on assistance but
also supervision (Kane et al. 1991 ). This concern has been expressed by the
Alzheimer's Association ( 1990) due to the fact that persons with cognitive
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impairments very often need only supervision to be reminded that a task needs
completed or cued verbally through the sequence of steps (Kane et al. 1991 ). In the
Kane et al. ( 1991) research study, it was found that expanding the definition of AOL
dependency to include supervision helps to not miss the cognitively impaired. The
measurement of ADLs for this social research project includes supervision.

Chronic Health Problems
Several chronic health diagnoses are ot1en present in the elderly population in
nursing homes (Hickey 1980: 125). Also, two out of three persons requiring long
term care admitted to nursing homes have, at the minimum, two chronic diagnoses
(Hickey 1980: 125)
It has been previously discussed that chronic illnesses have replaced acute
illnesses as the ages of persons in America have increased and that chronic illnesses are
more prevalent in women and at a younger age than in men. This would suggest that
the majority of residents in nursing homes (women) would have chronic health
problems.
At this point, no literature regarding prevalence of diagnoses in nursing homes
has been found. This lack of research appears at this time to be possibly related to the
fact that the population of elderly "has become increasingly frail and medically diverse"
(Braun and Rose 1989:52). Personal experiences as a registered nurse indicates that it
is not unusual for elderly persons in the community or in nursing homes to have ten
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to twenty diagnoses. Due to this, many methodological problems develop for the
researcher. Hickey (1980: 125) emphasized this problem, "... the analysis of illness
characteristics of nursing home patients is difficult, especially in view of various
inadequacies in diagnosis and treatment measures."
One of the reasons ADL measures were developed was due to the fact that
diagnoses does not accurately predict fimctional status. "Persons who exhibit similar
clinical symptoms may vary widely on functional measures" (Hickey 1980:58).
Longino et al. ( I 989:97) wrote that "... the degree of severity of functional
dependency can vary substantially from one person to another." This phenomenon
may relate back to some of the concepts and ideas with the age stratification approach;
such as, expectations persons have of themselves and others as they age.
Verbrugge (1989:40-41) listed the leading chronic conditions for women in
three age groups using "unpublished data for the National Health Interview Survey,
1983-85, provided by the National Center for Health Statistics." The conditions and
female age groups are listed in Table 1 on page 42.
Arthritis remained the leading chronic condition for women of all three age
groups and high blood pressure remained in the second position. Ischemic heart
disease did not appear until 65-74 years of age in the sixth position and then took
the seventh position for 75 years old and above.
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Table 1. Leading Chronic Conditions for Women in Three Age Groups
45-64 years

65-74 years

74 and older

1. Arthritis
2. High blood pressure
3. Chronic sinusitis
4. Hearing impairment
5. Hay fever without
asthma
6. De[/orth.
impairment-back
7. Varicose veins
8. Hemorrhoids
9. Chronic bronchitis
I 0. Migraine headache
11. Diabetes
12. Bursitis

Arthritis
High blood pressure
Hearing impairment
Chronic sinusitis
Cataracts

Arthritis
High blood pressure
Hearing impairment
Cataracts
Chronic sinusitis

Ischemic heart disease

Visual-impairment·

Diabetes
Varicose veins
Def.forth. impairment-back
Tinnitus
Hemorrhoids
Heart rhythm disorders

13. De[/orth. imp.

Chronic bronchitis

14. Heart rhythm disorders

DeUorth. imp.lower extrem.
Hernia of abdominal cavity

Ischemic heart disease
Frequent constipation
Atherosclerosis
Varicose Veins
Heart rhythm disorders
Other select. heart
diseases
Def.forth. imp.-back
lower extrem.
Diabetes

15. Corns and calluses

Def.forth. imp.lower extrem.

Hearing impairment was in fourth position in the first age group and moved to
third position for the two older groups. Visual impairment did not appear until 75
years and above in sixth position. Atherosclerosis did not appear until 75 years and
above and in the ninth position. Heart rhythm disorders was in position fourteen in the
youngest age group and moved to position eleven by age 75 and over. Diabetes
moved to a lower frequency level with age (from eleventh position to fourteenth
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position at 75 years and older). Orthopedic problems in both back and lower
extremities appeared in all three age groups. It was in sixth position in the youngest
age group and decreased to thirteenth position respectively at age 75 and older.
Osteoporosis did not appear in the above cited statistics; however, the Older
Women's League (1989:59) reported that this condition occurs in women sometime
after age 35, affecting 50% at age 45 and above. By the age of 75, nine of every ten
women are affected. Longino et al. ( I 989) found that osteoporosis was not associated
with socioeconomic levels and/or poverty.
Longino found six other chronic health problems as clearly associated with
socioeconomic levels and/or poverty using data from the 1984 Supplement on Aging
of the National Health Interview Survey. The six chronic problems negatively
associated with socioeconomic levels and positively associated with poverty were
heart conditions, hypertension, atherosclerosis, diabetes, varicose veins, and arthritis.
Coronary heart disease was not found to be associated with poverty and/or
socioeconomic levels.

Chronic Co11ditio11s and ADLs
One study identified a relationship between stroke and the AOL of mobility.
Persons living in the community with the diagnosis of stroke had a decrease in mobility
score after six months, however, persons with a stroke in the nursing home had an
increase in mobility score (Braun et al. 1991 :652). This study also found that females
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with heart disease and no diagnoses of dementia or nutritional deficiency were more
likely to be discharged due to improvement.
Education
Snowdon, Ostwald, Kane, and Keenan (1989:1055) found that increased life
expectancy of Catholic nuns was associated with education. This study further
examined whether the extended life expectancy related to education existed with good
function or poor function. The highly educated nuns were found to have "... lived
approx. 3.57 years longer with a 'good' level of all seven mental and physical functions
investigated in the study (p-value <0.05)" (p. 1063). These highly educated nuns had
only a "... fraction of a year less with four of the seven 'poor' functional conditions
than low-educated sisters (p-value=0.99)" (p. I 063). No pattern of compressed
morbidity or impairment was found. Snowden et al. (1989: 1063) emphasized this did
represent 'good news' because "... education, and possibly other factors, may extend
the years of 'good' function without necessarily increasing the years of 'poor'
function."
Occupation
Snowdon, Ostwald, and Kane ( 1989) included occupation as a variable. When
controlling for occupation, the findings were that the "Differences in mental and
physical function between the high- and low-educated sisters persisted when analyses
were limited to those who were teachers most of their lives" (p. 1064). No other
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studies were found that examined occupation and its affects on ADLs and/or physical
functioning.
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CHAPTER III
SOCIAL THEORETICAL FRAMEWORK
AND DERIVATION OF HYPOTHESIS

INTRODUCTION
Social gerontology has made many significant contributions to the field of
aging focusing on "... the practical issues and problems confronting the elderly"
(Kart 1990: I 83) but with little regard for theory. This situation was underscored by
Treas and Passuth who noted that the "Sociology of the aged" research has exhibited
an "agnosticism with regard to social theory." Ferraro (1990: 112) further asserted
that sociology of the aged "... is not typically theory-driven research but problemdriven research."
The lack of theoretical frameworks was noted by this writer throughout the
literature search. The primary question was what theory or conceptual framework
can help explain the research question posed in this research project: "Is there a
difference in the physical functional levels (ADLs) of Catholic nuns in a Motherhouse
nursing home and mainstream women in a community nursing home?"

It seemed that a life-course perspective would be useful along with concepts
, regarding role loss (Rosow 1967, 1974; Ferraro 1990) and status loss (Streib 1976;
Rosow 1967, 1974). The life-course perspective would suggest that Catholic nuns
have a different life course than mainstream women leading to different effects on
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health. Theories and concepts of role and status loss also offer information describing
the discontinuity found in the life course of mainstream women.
These ideas, while useful, still needed a foundation from which a conceptual
framework could be built. It was decided to use an approach that would look at the
process of aging from the perspective of interrelated systems of a whole. Parsons
(1937:21) asserted the following:
The tendency of theoretical systems in science to become logically
closed is a special case. The general principle is that it is in the nature
of reason to strive for a rationally consistent account of all experience
which comes within its range at all. In so far as both philosophical and
scientific propositions are brought to the attention of the same mind,
there is in the nature of the case, a tendency to bring them into relations
of logical consistency with one another. It likewise follows that there
are no logically watertight compartments in human experience.
Rational knowledge is a single organic whole.

Age stratification theory as developed by Matilda White Riley and her
colleagues (Riley 1976, 1985, and 1987) relates age and aging to structure and
function of society (the organic whole). This research used age stratification theory as
the foundation per the following recommendation of Ferraro (1990: 124).
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The sociology of aging has contributed much to our
understanding of human aging. Yet social thought about aging has
tended to focus on either the micro or macro levels of analysis, with
little discussion of the link between the two. While research continues
to mushroom within each level of analysis, a "theoretical map" is
needed to interpret and appreciate the landscape of findings.
As cartographers have long known, maps key in on certain information • ·
but obviously omit other interesting information. Moreover, maps va1y
by coverage and scale of presentation. By analogy, each theory for
studying aging gives only part of the reality. If only one map of the
sociology of aging is to be used by the beginning student or seasoned
researcher, it appears that it should be age stratification theory, which
offers a number of advantages. It is applicable within either the micro
or macro levels of analysis and can be integrated with other maps--that
is, sociological theories. It can readily accommodate many of the
findings of recent research, whether the issue is the role of social class
in moderating stress processes or the influence of social institutions and
changing age structures of each other.
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The remainder of this chapter will be organized as follows: I) a summary of
age stratification theory and how it relates to the broader body of social stratification
literature; 2) a discussion of the concepts of status and status loss, roles and role loss
as they pertain to this research project; (including a discussion of a few of the
principles which are pertinent). 3) The perspective of the life course and contributions
of medical sociology will be integrated throughout; 4) Finally, a summary of methods
and hypothesis will be stated.
Social Stratification
Stratification is usually defined as a system which groups people into a
hierarchical, layered society which results in groups (or classes) positioned from top to
bottom (George 1990: 189). The top group is considered the highest or "best" and the
lower groups decrease in value until the bottom which is considered the "worst." This
hierarchical layering of groups results in inequality (George 1990: 189). Social
stratification, when discussed by sociologists, usually is considered to be a hierarchy of
classes derived from categories of wealth or poverty; however, many other
stratification systems exist, such as, race, gender, or age (George 1990: 189).
Karl Marx agreed with Hegel and Montesquieu that society was a "...
structurally interrelated whole .... " (Coser 1971 :45). He viewed society as being in a
process of evolution, however, "for him, struggle rather than peaceful growth was the
engine of progress; strife was the father of all things and social conflict the core of

50
historical process .... " (Coser 1971 :43). Marx's major contribution was the
identification of" ... the mode of economic production ... " as "... an independent
variable ... " (Coser 1971:45).
For Marx, power was derived from the mode of production and produced
Marx's (1967:885) classic stratification of society into three classes: "wage-laborers,
capitalists, and landowners." What a person owned gave them power. Power for
laborers came from the ability to perform work. The capitalists' power came from
owning the "means of production" (Marx 1967:885-886) and land-owners' power
came from owning land. These three classes were associated with economic
resources. Marx narrowed these three classes to only two groups: the "Bourgeoisie"
"... owners of the means of social production and employers of wage-labor. .. " and the
" ... proletariat, the class of modem wage-laborers who, having no means of production
of their own, are reduced to selling their labor power in order to live" (Marx
1967:885-886).
Streib (1976:161; 1985:340) emphasized that much has been written regarding
Marx's ideas either supporting or criticizing them. "Most studies of stratification
maintain that Marxian analysts assign greater significance to economic factors than do
other analysts, who see economic considerations in relation to other variables" (Streib
1976: I 61; 1985:340).
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In contrast to Marx, Max Weber's primary view of society was on the actions
of individuals and the subjective meanings given these actions (Coser 1971 :217). The
subjective meanings were dependent on the "... mutual orientations within specific
social-historical contexts. Behavior devoid of such meaning, Weber argued, falls
outside the purview of sociology (Coser 1971 :217). For Weber, power was derived
from these actions and meanings within a special social context.
Max Weber ( 1946: 180) defined power as related to life chances. He wrote:
"In general we understand by 'power' the chance ofa man or ofa number of men to
realize their own will in a communal action even against the resistance of others who
are pa11icipating in the action." This research project proposed that, when these
elderly women were young adults, their individual decisions (and/or opportunities) for
a path into adult life determined their "life chances" experienced throughout their life
courses. Their individual decisions affected the roles society expected of each of
them. This "role course" (Nydegger 1986: 135) was determined by the young
women's primary affiliation with one of three institutions: marriage, work, or the
Catholic Church.
Speaking of Weber's definition of power as "life chances," Coser ( 1971 :230)
asserted:
He shows that the basis from which such power can be exercised may vary
considerably according to the social context, that is, historical and structural
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circumstance. Hence, where the source of power is located becomes for
Weber an empirical question, one that cannot be answered by what he
considers Marx's dogmatic emphasis on one specific source.

Streib (1976: 162) emphasized that, as people age, power to produce the effect
of a long life gains prominence of importance. He asserted: "Stating it boldly and
simply, almost all peoples when asked to rank the dimensions of stratification--income,
possessions, education, prestige, political power, honor--would choose extension of
life over these other traits." Also, the power to live longer years with a shorter period
of disability and dependence on others ("compressed morbidity") is sought by
individuals, gerontologists, and government bureaucracies.
The present research suggests the possibility that the source of power to affect
the life-course outcome of longer years with less physical dependency may exist within
the social context of the life course of Catholic nuns.
Max Weber ( I 946) offered a " ... comprehensive and focused plan for
understanding social stratification" (Streib 1976: 161; 1985:340) by expanding the
concept to include status as well as class and power (Streib 1976: 161; Coser
1971 :229). Weber's ideas regarding class were only marginally different from Marx
(Coser 1971 :228). However, his inclusion of status along with classes refined and
produced a clearer picture that revealed the possibility of economic power resulting
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from "... power existing on other grounds" (Weber 1946:180). Coser (1971:230) used
as an example of this managers who run large bureaucracies but are only salaried
employees. In other words, economic power is not always the primary source of
power. These managers are a status group within bureaucracies and wield a lot of
power.
Status groups were seen by Weber as being strata within a society with unique
lifestyles and unique perceptions of their world (Coser 1971 :229). Weber spoke of a
"status situation" as being "every typical component of the life fate of men that is
determined by a specific, positive or negative, social estimation of honor (Weber
1946: 187). As will be pointed out later, mainstream women, as they age, face many
"status situations" which often result in negative honor from society. This in turn
results in status loss. Due to nuns being in a unique status group from mainstream
women, they experience less status and role losses as they age. (See Figure 2.)
Streib ( 1976: 161) included with Weber's concepts of status also "prestige,
social rank, and evaluations which, although related to economic position, involve
other criteria than those based on economics." The other criteria of these status
groups are specific social behaviors, "... such as friendship, visiting networks, marriage
choices, consumption patterns, and a general style of life (Streib 1976:161). Status
and role losses throughout the life course and, especially for elderly women, result in
major changes in all of these social behaviors.

Life-course Comparison of Two Status Groups
Nuns and Mainstream Women (MSW)
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Power, accoi;ding to Weber, was generated within a society also through
"party" (Weber 1946). Weber's concept of "party" had to do with political power
which existed within class and status groups as well as outside them. Sometimes a
political party recruits its members from both class and status groups. Parties come
together to influence an action which each has a common interest in. The dire lack
of political power which the elderly in America have is illustrated throughout Margolis'
book "Risking Old Age in America" (! 990:4). He states,
Our present social arrangements, for all their merit, still hold many ofus
hostage to the possibility of latter-day destitution. It is not just the ravages of
time that can do us in. It is also the ravages of retirement, ageism, medical
bills, and institutionalization.

It will be illustrated that due to the elderly nuns being in a separate status
group from mainstream women, they avoid ageism, forced retirement, and some of
the negative consequences experienced by mainstream women when placed in a
nursing home. This will be further discussed in the section regarding status loss and
role loss.
Age Stratification
Marx and Weber did not include aging or the aged in their respective theories
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of social stratification (Streib 1976: I 62; 1985:341 ). During Marx and Weber's
lifetimes few persons were cognizant of the "significance of aging and the age
structures" (Streib 1985:342). Social stratification theory, as presented by both Marx
and Weber, was an effort "to identify the bases and forms of social inequality within
which societies maintained themselves and underwent change" (Streib and Bourg
1984:66).
In times since, sociologists studying social stratification usually are attempting
to identify sources of inequality (Streib and Bourg 1984:66). Streib and Bourg
( 1984 :64-68) emphasized that age stratification looks at differences between age strata
but does not give social inequality "a clear and prominent place in the theory" (Streib
and Bourg 1984:67). Streib and Bourg cited this as a weakness of the theory.
!iowever, this very characteristic could be considered as a strength due to the fact that
it is a theory that allows for the identification of either "consensus or conflict" (Ferraro
1990:123).
Age stratification theory is an example of "Theories of the Middle Range", as
Merton called them, (cited from Jary and Jary 1991 :471) which avoid competition
between theories and work on explanation of findings of research. It emphasizes the
interrelatedness of parts to a whole. It can facilitate the development of social
gerontology by being utilized to find misinterpretations, develop basic principles,
integrate various findings into a developing and accumulating body of knowledge, and
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assist in defining important research goals (Riley 1985: 375).
A good short, overall summary of age stratification is provided by Riley
(1976:201) as follows:
In sum, our model of age stratification variously selects for attention those
aspects of a social system in which age is importantly implicated. Structurally,
we have emphasized age as a factor for dividing the population into strata with
differentiated contributions, as well as for defining criteria for occupying roles
and specifying the expectations, facilities, and sanctions associated with
particular roles. Correspondingly, two sets of processes that underlie this age
structure are those impinging upon the population to produce age strata and
mobility across strata; and those societal processes affecting the age-related
structure of roles; while a third pair of articulating processes effect the
allocation and socialization to roles of people at various ages.

Age stratification theory is similar to social stratification theories in several
ways (Riley 1985). First, social inequality can develop due to conflicts between
individuals who occupy different age strata. An example is the fight over available
resources for children and elderly adults. Often both children and elderly adults are
neglected due to interests of the other age groups in society. Second, a potential
exists for solidarity to develop into group action. An example is the AARP (American
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Association of Retired Persons). However, age stratification theory also has some
characteristics which are unequaled by social stratification theory based solely on
economic position (Riley 1985:387). Riley (1985) points out that:
1)

The aging process happens to all persons and no person can avoid
growing old (only if they die young). Whereas social mobility (upward
and downward) does occur and, therefore, mobility varies from person
to person.

2)

Class stratification examines inequalities of economic factors, power
from other sources and prestige. Whereas age stratification highlights
other types of inequalities, such as, "time available for leisure pursuits,
or the opportunity for accumulation of knowledge and experience"
(Riley 1985:387).

A summary of the age stratification theory is illustrated in Figure 3, which is
the conceptual model and provides a diagram of its conceptual elements (Riley
1985:372).

Co11cepl11al Ele111e11/s - Stmcture
In age stratification theory, the structures of people and roles are developed
from the perspective of age (Riley 1985 :3 71 ). People and roles are the basic units of
the age strata (Riley 1985:375). These two units are seen from two different points of
view. People are the individuals growing older and are seen as "members of society"
and not "as a mere demographic aggregate or 'population'" (Riley 1985:375). The
smallest of these basic units, age roles, are the nucleus of" ... the complex and shifting
networks of human relationships in the society and its institutions" (Riley 1985:375).

59

These units penetrate each other and are continually changing due to occurrences in
the processes of aging and social change which must be responded to (Riley
1985:372).

Co11ceptuaf Elements - Process
Three sets of processes affect these two age structures (people·and roles).
Set I. Aging and coho11 flow
Both of these processes affect people by: "... influencing where, when,
and how many people are located in the several age strata" (1 in Figure
3) "and producing age-related capacities and performances" (Riley
I 985:372) (2 in Figure 3).
Set 2. Social changes outside the age stratification system
Changes within society, such as economic ups and downs, technology
innovations or government policy changes, as well as environmental
occurrences, such as natural disasters, epidemics or famines, can affect
the processes of aging and cohort flow and the basic units of people
and roles. (Referred to as societal processes in Figure 3.) Any of these
types of changes upon "... touching one part of the system, may then
reverberate through the system as a whole (Riley 1985:385)."
Set 3. Socialization and Allocation
Socialization is perceived as a lifelong process and affects both people
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and roles. Socialization affects people by influencing their "AGE-RELATED ACTS
(OR CAPACITIES)" (Riley 1985:372, 383). (2 in Figure 3). Socialization affects
"AGE-RELATED EXPECTATIONS AND SANCTIONS" (Riley 85:372, 383) (4 in
Figure 2).
Allocation is perceived as the process of how "PERSONS OF
GIVEN AGES" (Riley 85:372, 383) (1 in Figure 3) are brought
together with "ROLES OPEN TO PERSONS OF GIVEN AGES"
(Riley 1985:372, 383) (3 in Figure 3).
Riley (1985:372) described the interconnectedness, which is illustrated in Figure 3, in
the following words:
Arrows in Figure 3 [Figure number changed] direct attention to the dynamic
interconnectedness of these elements, as the ever-changing structures and
processes all operate as interdependent parts of an age stratification system.
Successive cohorts of individuals, as they age, move through the system to
form the age structure of people; and they are allocated to, and socialized for,
the age structure ofroles. Meantime, as society changes, the roles are also
changing. People and roles are continually affecting and modifying one
another. Thus neither the aging of individuals over the life course nor the
historical course of society is fixed. Each one alters the other. Moreover, the
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entire system operates within a changing social, cultural, and physical
environment--within history; thus a change in climate, scientific discovery,
industrial advance, or war with a neighboring society can introduce change into
the system and can feed back through all the interdependent parts.

Dynamics of Age Strat/fication
The processes of social change and aging of people are two distinct processes
(Riley 1985:372). They both are elements of the "dynamic emphases" (Riley 1987:2)
within age stratification. The field of sociology has focused its analysis of social
changes and life-courses of individuals as separate entities (Riley 1987:3). Riley
(1987:3) emphasized that we who analyze "the sociology of age" "... face the
complexity of examining these two dynamics together, as interrelated." The difficulty
of this task has been decreased by the development of principles which "abstract from
this complexity" (Riley 1987:3).

Principles
Early work regarding age stratification predicted "... a number of themes and
premises ... (Riley 1973, 1974; Foner 1974; Riley and Riley n.d.; Featherman 1981)"
(cited in Riley 1985:373). From these early predictions Riley (1985:373-404) listed
and discussed thirteen "working principles." These thirteen principles are divided into
three groups according to what structure or process it refers to.
Four of the principles relate directly to this research project and are
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defined as follows:
I.

Principle 6
Within each age stratum, individuals engage actively in a complex of
roles (e.g., at work, in the family) that can influence the way they grow
older, their capacities and attitudes, and the other people with whom
they interact; these roles set limits on, but also provide opportunity for,
individual initiative and enterprise.

2.

Principle 8
Aging is a lifelong process of growing up and growing older from birth
to death, moving through all the strata in society; it is not simply
growing old beyond some arbitrary point in the life course.

3.

Principle 9
Aging is multifaceted, composed of interdependent biological,
psychological, and social processes; it is not a unitary or exclusively
biological process.

4.

Principle I 0
The ways people age are interdependent; that is, the life-course pattern
of one person will influence or be influenced by the life-course patterns
of others with whom he or she is interacting.
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Building on the foundation of age stratification theory, concepts and previous
research regarding life course, role loss, status loss, and medical sociology will now be
addressed. Each of these areas have separate bodies of literature but are brought
together by age stratification theory through the previously cited principles. The life
course perspective will be discussed focusing on Principles 6 and 8; role and status
loss concepts will focus on Principles 6 and IO; and Medical Sociology concepts will
illustrate Principle 9. These concepts and findings will provide the substance for
completion of the conceptual framework. These ideas will give further credibility to
the likelihood that there will be a difference in the ADL functional levels of nuns in a
Motherhouse nursing home and mainstream women in a community-based nursing
home. The fact that both nuns and mainstream women grow old (Principle 8), but that
mainstream women have more periods of adaptation due to roles assumed (Principle
6), which often results in role and status losses (Principle I 0), may mean that aging is
accelerated in mainstream women due t<? the stress experienced biologically,
psychologically, and sociologically (Principle 9).
Life Course
Fry ( 1990: 131) emphasized that "a major conceptual breakthrough in
gerontology" has occurred and consists of the following recognitions: "(!) age is not
what we are studying and (2) we cannot divorce old age from earlier life stages. With
this advance, the life course replaced age as our unit." She further emphasized that life
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course is much better for the comparative method than chronological age due to its
being a "cultural unit". Figure 2 illustrates that life course is very much grounded in
culture and that the life course of an individual develops from their cultural situation.
Atchley (1988) outlined the dimensions of aging which are related to
"chronological age, occupation, the family, and education" (Atchley 1988:116).
Figure 4 (1988: 117) aptly illustrates the life course as a "role course" (Nydegger
1986: 135). This life course perspective emphasizes the process of "mobility across
strata" (Principle 8) and the various roles which are allocated to women (Principle 6).

(Refer to Figure 4 on next page).
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Nuns and mainstream women have in common two dimensions: chronological
age and life course stages. Neither group are able to avoid the universal process of
aging ((Principle 8). However, the educational development dimension, in the cohorts
of this project, differ due to mainstream women having fewer opportunities for
education than the nuns. In the dimension of occupational development, the nuns
avoid the transition of retirement. Retirement was (and is) not a value in the convent
as it was (and is) in the secular world of the mainstream women (Reynolds 1993:6).
The nuns work until they die or are unable to work. The nuns also do not experience
the many transitions related to being a wife and mother ("dropping out of
childbearing" and entering the work arena). The nuns do not experience the
possibility of being responsible for their dependent parents. In the dimension of
"Development of Nuclear Family Relations", the path of marriage is not taken which
avoids the possible major life transition of widowhood. Also, not being a parent
avoids the path of parenthood which excludes the experiences of the life transitions of
the "empty nest". Grandparenthood is also not experienced in the nun's life course.
These differences illustrate nuns have a life course with more continuity than
mainstream women (Principle 6). This research project hypothesized that, because of
this fact, the average ADL scores would be lower for nuns than mainstream women.
This life course of nuns, which excludes marriage and family as known by
mainstream women, is usually perceived as a major sacrifice, especially by those of us
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not a part of the convent and their religious life. In place of the secular life course of
mainstream women they receive:
I)

increased opportunities for education,

2)

opportunity to continue their work until they die or are physically or
mentally unable to work,

3)

friendships within their community, and,

4)

security of food, shelter and clothing provided by the convent.

Spiritual life is not included due to the fact that mainstream women can choose as
individuals to have deep spiritual life in a more informal manner. However, this may be
one of the major gains of entering a convent. As one of the nuns who assisted with this
project said, "Well, ifwe age slower and if there is a difference in ADLs, I think it's
because of our spiritual life."
As already discussed, higher education had a positive effect on mortality and
physical and mental functioning of nuns (Snowdon et al. 1989). Also, Snowdon
(Reynolds 1993:6) had a sister tell him. "The only time we retire is at night." The life
course of nuns appears to be one of more continuity. The nuns have less need to adapt to
changes which force mainstream women into alienation or isolation if adaptation is not
accomplished. The differences in the two life courses of nuns and mainstream women is
illustrated in Figure _2 and focuses on the differences of experiences of role losses and
status losses.

69
Status and Role Losses
Status and roles, as defined in persons' lives, are where structure and process
meet. Age stratification illustrates these two concepts and emphasizes their
interconnectedness. Status and role loss literature offers concrete examples of this
interconnectedness experienced by women throughout their life course. This literature
also illustrates the interrelatedness of social change and life course as emphasized by age
stratification. Principles 6 and 10 assist with the understanding of the complexity of these
ideas. For example, Linda George's book, Role Transitions in Later Life, (1980)
illustrates how status and roles are an important element of whether there is a positive or
negative outcome when stress, such as role transitions, role changes, and life events, is
experienced by an individual.
Furthermore, the location of an individual within a social structure affects the rate
aging occurs (Dannefer 1984) (Principle 6). Status is an important element that
influences this location. Its connection with roles influences the outcomes in the lives of
individuals. Parsons (1951 :25) defined status and role:
... the positional aspect--that of where the actor in' question is "located" in
the social system relative to other actors. This is what we will call his

status, which is his place in the relationship system considered as a
structure, that is a patterned system of parts. On the other hand there is
the processual aspect, that of what the actor does in his relations with
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others seen in the context of its functional significance for the social
system. It is this which we shall call his role.

Rosow (1976:458) pointed out what is often found in the literature that
"Informally, they [status and roles] are treated as synonymous and interchangeable;
typically in professional writing, the two terms are even alternated to avoid the stylistic
awkwardness of repetition." This usage is considered appropriate and Rosow ( 1976:458)
states it relates back to:
... Linton's ( 1936) classic formation that made them not simply
complementa1y concepts, but opposite sides of a single coin that were
irrevocably and dissolubly bound together. Status and role were
treated as conceptual Siamese twins, one structural and the other
functional."

Streib ( 1976, 1985) emphasized status and the loss of status as an important
concept regarding "social stratification and aging." This stratification often occurs
through relationships with others (Principle 10). (Widowhood is a good example).
The losses of status Streib ( 1976:3_ 53-355) emphasized were retirement, death of
husband, and loss of home. When a wife becomes a widow she also loses the role of
wife which is not replaceable with another role. Widow is an example of a status
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which has no role. Rosow calls this a tenuous role (Rosow 1976:463; 1985:68).
Elderly also lose status due to old age being devalued in America (Streib
I 976: I 62). Old age is " ... associated with decline in physical attractiveness, vigor,
health condition, sexual prowess, and perhaps some mental abilities ... and the
expectation of fewer years of life itself." Streib continues on:
Stating it boldly and simply, almost all peoples when asked to rank the
dimensions of stratification--income, possessions, education, prestige,
political power, honor--would choose extension of life over these other
traits. And some persons who are most hostile to the aged as a
category are those who are fearful of their own eventual decline and
demise. They have not come to terms with their own mortality and
shun contact with anyone who might remind them of their future
condition.

Since nuns appear to have different attitudes about death, this is possibly another
status loss they do not experience.
Rosow ( 1985:70-71) discussed that, in the process of status loss of the elderly,
two processes, normally experienced earlier in life with status loss, are not
experienced. These two processes are:
... status accretion in which new positions are added to those already
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held, and status succession in which new roles replace those that are
outgrown or left behind. For the aged, such losses are usually
irreversible, and attrition leaves their roles Tenuous (Rosow 1985:71).
With the nuns not experiencing the status losses that mainstream women do, it
makes sense that they experience few tenuous roles. The one situation that might be a
tenuous role would be that of a Motherhouse nursing facility resident. Since
information is not available regarding this, it is mentioned only as something which
needs to be considered as a possibility. The facility's location, continuation in the
role of nun with opportunities for interaction with peers, and positive attitudes
regarding death may be enough structure to continue on the socialization process of
status accretion and status succession (Principle 6).
These processes (status accretion and status succession) are illustrated in the
age stratification conceptual model Figure 2, at the levels of structure, people and
roles, and process, and allocation and socialization.
Sociological literature has produced a consensus regarding the increase of role
losses in old age (George 1990: 188). (The literature involves secular society and not
"religious life" social contexts, such as, convents of nuns.) Consensus does not
exist in the literature regarding the outcomes of these role losses (George 1990:188;
Ferraro 1990: 117). The literature is divided into two camps. Rosow (1974, 1976,
1985) and Streib (1976, 1985) view status loss and role loss as a process of society
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devaluing the elderly as persons and stratifying them into lower positions of class and
status. This camp of thought sees status and role losses as producing negative
outcomes, such as, alienation, isolation and poor physical health. However, others
conceptualize status and role losses as opportunities for adaptation and positive
outcomes (Ferraro 1990:117; George 1980).
Both of these camps of sociological thought regarding the outcomes of status
and role losses are a piece of truth. The fact that one in four elderly are admitted to
nursing homes (Kart 1990:14) illustrates that "There is a much wider range of
outcome to these experiences than was often believed (Ferraro 1990:117)." In this
study, the goal is to find out if there is a link between life course outcomes and ADL
functioning via two life courses with different experiences of status losses and role
losses.
The remainder of this section will highlight Principle 9 of age stratification
theory which emphasizes that aging involves biological, psychological, and social
processes. Literature from the area of medical sociology which illustrates this
principle will be discussed.
Medical Sociology Concepts
As early as 1942, Parsons referred to the possibility of social change and status
and role losses producing health problems in the elderly. He was discussing the
elderly's situation of being forced to retire and becoming isolated in Florida or another
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favored retirement area. Parsons (1942:103) stated:
The problem is obviously ofpart_icularly great significance in view of
the changing age distribution of the population with the prospect of a
far greater proportion in the older age groups than in previous
generations. It may also be suggested that, through well-known
psychosomatic mechanisms, the increased incidence of the disabilities
of older people, such as heart disease, cancer, etc., may be at least in
part attributed to this structural situation.

Durkheim's classic study of Suicide ( 1951) is illustrative of how
social problems (status and role losses) a person faces can produce negative outcomes.
Cockerham (1989:75) emphasized the implications of Durkheim's study as being
extremely important to understanding how social problems could produce outcomes
exhibited by psychological or physical problems. Cockerham ( 1989:75) stated,
"What is partic"ularly insightful is Durkheim's notion of the capability of the larger
society to create stressful situations where people are forced to respond to conditions
not of their own choosing." The elderly in nursing homes have, through their life
courses, dealt with many social problems, role and status losses, and survived. The
mainstream women of this study are assumed to have experienced more of these
difficulties than the nuns. In secular society of mainstream women, the difficulties
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multiply as old age becomes a reality. Aging is another situation "... where people are
forced to respond to conditions not of their own choosing (Cockerham 1989:75).
Psychosomatic medicine is a field developed from the perception that the mind
can affect the body and vice versa. "This branch of medicine rests on the premise that
discomforting social situations produce stress which plays a role in causing or
contributing to the occurrences of physiological disorders or illness (Cockerham
1989:82).
The case histories cited in Chapter I illustrated that status and role losses can
affect a person physically and psychologically. These case studies also illustrated the
four previously cited principles in age stratification.
These examples also illustrated that coping skills and resources play an
important part in outcomes experienced by individuals. These two elements are of
major influence in George's social stress model ( 1980).
Research into the outcome of life events and life transitions (status and role
losses) has not built to a consensus of agreement that health is negatively affected
(Cockerham I 989:82; Markides 1989: 13). Also, Markides (1989: 13) pointed out that
this area of research has tended to ignore elderly people. If the hypotheses are not
validated in this research project, it will hopefully add some knowledge to this
complicated field. George (1993:370) sees the integration of the "life course
perspectives, social stress theory, and role theory" as yielding important
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understandings regarding outcomes oflife transitions.
Hypotheses
The central research question of this study is, "Is there a difference in the
ADL dependency levels of nuns in a Motherhouse nursing home and mainstream
women in a community-based nµrsing home?
To answer this question, a hypothesis, which was supported by the four
principles from age stratification theory, was derived. These principles incorporated
other specific sociological concepts and findings from literature regarding life course,
role and status loss, and medical sociology.
The central, overall hypothesis of this study is that there will be a difference in
the ADL dependency levels of nuns and mainstream women. Specifically, nuns will
have lower ADL dependency levels (less need for assistance) than mainstream women.
Formally stated, the research hypothesis to be tested in this study is:
Hypothesis:

The average ADL score of nuns is lower than the average ADL
score of mainstream women.

Research Hypothesis, Theoretical Framework, and Control Variables
This research will examine the following variables: 1) life-course status [nuns
and mainstream women] (independent variable), 2) Activities of Daily Living levels
(dependent variable), and 3) Age, source of admission and length of stay (control
variables).
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This hypothesis is supported by the sixth and eighth principle of age
stratification. Principle 6 emphasizes people and roles and the fact that the "complex
of roles" persons engage in " ... can influence the way they grow older, their capacities
[italics added] and attitudes, ... " (Riley 1985:373). This research views AOL
dependency levels as a capacity. Principle 8 emphasizes that aging is a lifelong process
from birth to death; therefore, experiences are accumulated and may have a positive or
negative accumulative effect.
Nuns have a different life course than mainstream women. They do not
assume the "complex of roles" which create inconsistency during the life course of
mainstream women. San Giovanni's study of ex-nuns (cited in Riley 1985:381)
demonstrated this fact. Riley ( 1985) stated:
The power over people's lives of the usual social roles in modern society is
illustrated in a study of ex-nuns, women who as teenagers had withdrawn from
society into a convent (San Giovanni, 1978). As long as they were insulated
from the conventional social environment, they did not age in the same way as
their secular peers; only when they left the convent to return to the secular
world were these grown women obliged to start from the beginning, just as if
they were back at age 17, to learn such adult roles as consumer, worker,
friend, or lover.
Principle 9 emphasizes that persons age socially and psychologically as well
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as biologically. The twenty ex-nuns studied by San Giovanni ( 1985) are examples of
how vastly different nuns age socially and psychologically than mainstream women
do. The hypothesis for this study is based on the belief that a difference in biological
aging results from this difference in social and psychological aging. Nuns, it is believed,
age more slowly than mainstream women.
Principle IO emphasizes the interdependence of one individual's life-course
process on a significant other's life course process. The life course·ef-the mainstream
women, who are widowed, of this study, were greatly affected by the life courses of
their husbands. Many of their status losses were experienced indirectly through their
husbands (examples: husband's retirement, death, or loss of income) (Streib
1985:353). This principle further illustrates the differences in the life course of nuns
and mainstream women. Nuns experience none of the above mentioned status losses
of mainstream widowed women.
In addition to life course status, there are other variables that may also affect
AD Ls. Due to the different social contexts of nuns and mainstream women. the
following variables are predicted to have a different effect on the ADLs of the two
respective groups: age, length of stay, and source of admission.
If nuns age slower than mainstream women, the nuns will likely be admitted
at an older age and have lower ADL levels at all ages. However, the nuns' length of
stay may be heavily influenced by their nursing home being on the grounds of the
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convent's Motherhouse where a large number of the order's nuns live. In other words,
the nuns are "at home." If able, the nuns may choose to eat with their peers in the
main community dining room. Also, at the Motherhouse nursing facility, the nuns are
fed by volunteer nuns. There are enough volunteers at each meal to enable all
residents to eat at the same time and as soon as the meal is ready.
This is very different from in the mainstream women's nursing home where a
resident may be fed as soon as the meal is available or may have to wait in line for staff
to feed her when time permits. This problem, in secular nursing home, often drains
family caregivers. These caregivers are usually women and may choose to feed their
husband, mother, sister or friend every meal until they have harmed their own health or
realize it is too much to handle.
Being in a nursing home ("at home") in their convent's community, with
frequent contact with their peers either as professional caregivers or as visitors, is very
likely to have a unique effect on the length of stay. At this point, it is not clear if this
will mean the nuns' stays will be longer or shorter than the mainstream women's
stays because this will also be affected by the nuns' attitudes toward death. Snowdon
has found during his research of nuns that, "For the sisters, death is a part of life, and
they're ready to go on. Funerals are celebrations of the sister's life and the people she
touched. They remain very engaged in life, yet they are prepared for death" (Reynolds
1993:7). It is expected that these different interpersonal dynamics within the different
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social contexts of nuns and mainstream women will produce a different effect on
length of stay and ultimately on ADL dependency levels of the nuns and mainstream
women.
Source of admission will have a different effect due to the nuns' nursing
facility being located on their "home" grounds and professionally served by their
peers. The nuns will more frequently be admitted from home than mainstream women.
The nuns are probably more willing to go to the Motherhouse nursing home due to the
previously stated reasons.
As reported in Chapter II (p. 34) "married persons are admitted from home;
however, single, widowed, and divorced persons usually are admitted from a hospital
or another long-term care facility" Hickey ( 1980: 128). The largest percentage of
mainstream women will be widowed, divorced or separated and, therefore, admissions
from hospital or another nursing facility will be more frequent than from home. This
leads to the conclusion that the mainstream women will be more seriously ill and/or in
need of more assistance with AD Ls. The result will be differential effects of source of
admission on ADLs of the two groups.
Summary
An integrated social theoretical framework was developed to drive this
research. Age stratification theory was used as the foundation and the life course
perspective, status and role loss concepts, and medical sociological research were
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integrated into the framework. It was hypothesized that, since nuns have a
significantly different life course than mainstream women, their ADL dependency
levels would be less than mainstream women's ADL levels.
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CHAPTERIV
METHODOLOGY

The rapid demographic changes occurring among the elderly population in the
United States is not within control of the social scientist. Durkheim (1964/1895)
stated:
When, on the contrary, the production of facts is not within our control
and we can only bring them together in the way that they have been
spontaneously produced, the method employed is that of indirect experiment,
or the comparative method.

The comparative method has been widely used by social gerontologists as reflected by
the number of comparative studies cited in the bibliography of this thesis.
Sample
The population used in this study was elderly women 60 years old and older
who resided in two nursing homes in Kentucky. One nursing home consisted of
Catholic nuns while the second consisted of mainstream women.
The sample of Catholic nuns included 63 nuns, (60 years old and older)
residing in a Catholic Motherhouse nursing home in Kentucky. The sample of
mainstream women consisted of I 07 women, 60 years old or older, residing in a
Protestant operated-community nursing home. The total sample size was 170.
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Data Collection
Streib (I 983) emphasizes the need for unobtrusive research that includes the
frail elderly who are unable to participate in more traditional, sociological survey
research. The methodology described here and utilized in this study is based on that
need. It is an unobstructive comparative design which utilizes existing data. This
design method allows the inclusion of the frail elderly in the two nursing homes
studied.
Babbie (1992:480) states, "In addition to technical, scientific considerations,
social research projects are likely to be shaped by administrative, ethical and political
considerations." Furthermore, Babbie stated, "What is ethically 'right' and 'wrong' in
research is ultimately a matter of what people agree is right and wrong." It was clear
that collaboration and compromise with the administrators would be necessary to
gather the data for this research.
In order to obtain the data, contact was initiated with each of the nursing
home administrators. After describing the research project, the researchers sought
permission to do the research in the nursing homes.
During the planning meetings, the respective nursing home administrators
approved the variables that were included and the method of collecting the data. The
researcher spoke wiih a member of the Human Rights Committee at Morehead State
University regarding procedures agreed upon.
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Data were provided to the researcher from nursing home records as approved
by the nursing home administrators. Code sheets were constructed to record the data
(Appendix 1). Subject confidentiality was guaranteed by the assignment of code
numbers to each case and the master research code list was maintained in each facility
in a safe, secure, confidential place. Each nursing home facility's identification was
also kept confidential.
The variables included were:
I)
2)
3)
4)
5)
6)
7)
8)

age,
length of stay,
source of admission,
marital status, (not included for Catholic nuns)
number of hospitalizations in the last 90 days,
nine levels of activities of daily living,
diagnoses (three),
education (not available from the
community nursing home)
9) occupation.
The nine activities of daily living levels included were: bathing, dressing,
grooming, eating, bed mobility, transferring, ambulation, toileting, and wheeling.
The data used for this cross-sectional study were based on activities of daily
living levels for the Catholic nuns in the Catholic Motherhouse nursing home on April
6, 1993 and April 14, 1993 for the mainstream women in the church-operatedcommunity nursing home. The activities of daily living levels were obtained from the
current monthly nursing summary and/or nurses notes. The three medical diagnoses
(determined to be the most influential as to the type of nursing care being provided)
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were listed.
Both nursing homes also provided the following information about their
facility:
I)
2)
3)
4)
5)
6)

diagram of inside the building,
diagram of grounds,
activities provided in last 30 days and annual events,
number of residents,
staffing patterns,
employees' length of service.

This information was sought in order to be able to describe each facility and to control
for possible effects of institutional structure.
Operational Measures
I)

Age - The birth dates will be used to derive age.

2)

Length of stay - The original admission dates will be used to derive the length
of stay, in years.

3)

Source of admission - Refers to where the resident was residing prior to
admission to the nursing home.
I
2
3
4

4)

-

Home
Hospital
Another nursing home
Other

Marital status (for the mainstream women only)
I2345-

Never married
Married ·
Widow
Separated
Divorced
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5)

Number of hospitalizations in last 90 days
I - None
2- One
3 -Two
4 - Three or more

6)
Education (Catholic nuns only) was measured in the following two categories
to allow comparison with results reported from nun study by Snowdon et al.
(1989)
1 - Elementary through college
2 - Bachelor's degree and above
7)

Occupation
12345-

8)

Homemaker
Domestic worker
Office worker
Teacher
Other

Activities of daily living - A list of each of the nine activities of daily living
and their respective codes follows.

Dependency Scores for Individual ADLs
Dressing:

(0) Independent (1) Independent with minimal supervision (2)
Aid of nursing staff(3) Totally dressed (4) Bed Attire

Grooming:

(0) Independent (1) Grooms self with supervision (2) Aid of
nursing staff(3) Totally groomed

Bathing:

(0) Independent (I) Minimal supervision in bathing (2)
Supervision only (3) Aid in and out of tub (4) Aid with personal
help (S)Totally bathed

Eating:

(0) Independent (1) Independent with minimal supervision (2)
Receives help to cut meat/arrange food (3) Receives partial

87

help/occasional gagging and choking (4) Totally fed
Bed Mobility:

(0) Independent ( 1) Occasional help to turn and sit up (2)
Always helped to turn and sit up (3) Turned and repositioned by
staff

Transferring:

(0) Independent (I) Receives guidance only (2) Aid of one
person (3) Aid of two persons and/or mechanical device (4)
Remains bedfast

Ambulation:

(0) Independent (I) Independent with device (2) Aid of one
person (3) Aid of two persons (4) Does not walk

Toileting:

(0) Independent (1) Help to toilet (2) Occasional incontinence
(3) Nocturnal incontinence only (4) Incontinent bladder (5)
Incontinent bowel (6) Both 4 and 5

Wheeling:

(0) Independent/Not used (1) Assisted around barriers (2) Total
assistance needed

A total ADL score was computed by summing the 9 ADL scores for each
resident. The highest possible ADL score was 35. These ADL scores were then
divided into two categories: Low ( 1-21) and High (22-35). These categories were
developed based on the fact that the median ADL score was 21.

9)

Diagnoses were designated as Primary, First Secondary and Second
Secondary and consisted of the following categories:
I)
2)
3)
4)
5)
6)
7)
8)

Anemia
Arthritis
Bone disease
Cancer
Cerebral vascular disease
Other neurologic conditions
Dementia/ Alzheimers
Endocrine disorders
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9)
10)
11)
12)
13)
14)
15)
16)
17)
18)

Eye and ear conditions
Fractures
Gastrointestinal conditions
Heart diagnoses
Hypertension
Respiratory diagnosis
Mental health diagnoses
Skin diagnoses
Urinary/kidney diagnoses
Miscellaneous diagnoses

Data Analysis

E!aboratio11 Model
The elaboration model was used to analyze the relationship between the
independent variable, life course status, and the dependent variable, ADLs. The three
control variables were introduced to see if the original relationship would hold. This
model was chosen because of its usefulness in offering interpretation of an "...
empirical relationship among variables ... " (Babbie 1992:410).

Statistics
The T-test was utilized to evaluate the mean difference between the AOL
scores of nuns and mainstream women. The null hypothesis used for statistical
significance testing was, "The ADL scores of nuns and mainstream women are not
significantly different in the population." The null hypothesis was rejected if the
observed significance level was less than .05.
The Statistical Package for Social Scientists (SPSS/PC + 1991) was used to
process all data analyses.
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CHAPTERV
FINDINGS
Univariate Analyses
Univariate analyses were used to examine ADL scores (dependent variable),
life course status (independent variable) and age, source of admission, and length of
-stay (control variables). The pattern of distribution of each of these variables is first
discussed and illustrated.
Dependent Variable
ADL Scores
Table 2 shows a grouped frequency distribution, percentages, and descriptive
statistics for ADL scores in the total sample. Figure 5 illustrates this distribution in the
form of a histogram.

Table 2. Grouped Frequency Distribution, Percentages and Statistics
of ADL Scores of Total Sample of Nuns and Mainstream Women
in Two Nursing Homes
Percent
Frequency
ADL Scores
15
25
10 or less
11 - 15
16 - 20
21 - 25
26-30
31 or more

Total

17
16
16
19
17
100%

29
27
27
31
29
168
Statistics

8.6
Std. dev
Maximum 34.0
33.0
Mode
Valid Cases
168

Range
Mean

30.0
20.9

Missing Cases 2

Minimum 4.0
Median
21.5
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Figure 5. GROUPED FREQUENCY DISTRIBUTION HISTOGRAM OF ADL SCORES
OF TOTAL SAMPLE OF NUNS AND MAINSTREAM WOMEN
IN TWO NURSING HOMES
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The mean AOL score was 20.91 with a standard deviation of8.6. The median
value was 21.5 and the modal was 33 (n=l 0).
The lowest AOL score was 4 (n=I) and the highest was 34 (n=4) producing a
range of 30. Table 2 illustrates that the six categories are evenly distributed. The
histogram (Figure 5) further illustrates the fairly even distribution of the scores. This
graph highlights that only 10 had scores of7 or below. Eight had a score of6-7, two
had a score of 4-5 and no women had a score of 2-3.
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These ADL scores support previous research that problems with performance
of activities of daily living is one of the predictors of institutionalization and/or
increases the risk of nursing home admission (Shapiro & Tate 1985; Hickey 1980;
Branch & Jette 1982; Braun & Rose 1989; Greene & Ondrich 1990; and Pruchno, et
at.1990). The high mean ADL score of21 and the modal of33 validates the findings
of the 1985 National Nursing Home Survey, (Hing 1991 and Kane & Kane 1987) that
nursing home use by the elderly was greatest among persons requiring assistance with
five to seven AD L's. The fact that no women had AOL scores of three or less,
supports the NNHS finding that the elderly requiring assistance with only one AOL
used nursing homes the least (4%).

Independent Variable

Life Course Status
As illustrated in Table 3, nuns (n=63) were 37% of the total sample (n=170)
and mainstream women (n=107) were 63%.
Table 3. Life Course Statuses of Elderly Women in Two Nursing Facilities

Life Course Status
Nuns
Mainstream Women
N=170 Missing Cases=O

Frequency
63

107
170

Percent

37
63
100%
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Control Variables

Table 4 illustrates a grouped frequency distribution, percentages and
descriptive statistics for age. Figure 6 is a histogram for the age distribution and is
generally a normal distribution with some skewness toward the older ages.
The mean age was 86 years (n=9). The standard deviation was 7 years. The
youngest age was 64 years (n=l) and the oldest age was 100 (n=3). Eighty-five years
of age (n=l5) was the mode. Thirty-eight percent (n=64) of the population was 84
years old or younger and 62% (n= 106) were 85 years old or older.
Eighty-six women (50%) were 80 to 89 years of age. The histogram illustrates
the high numbers of women ages 80 and above. A total of 139 (82%) women were
80 years old and older and only 31 (18%) were 79 years old or younger.
This age distribution validates previous research which found a significant
increase of nursing home use after age 65 with a major increase after 85 years of age
(Kane & Kane 1987; Hing 1991 ). The mean age of 86 years is three years older than
sample discussed in the previous research by Hing ( 1991 ). From the 1985 NNHS, the
average age of functionally dependant elderly in nursing homes was 83 years. It must
be remembered that this figure consists of both males and females. It may be lower
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due to this fact.
Table 4. Grouped Frequency Distribution (In Years), Percentages and
Statistics of Age of Total Sample of Nuns and Mainstream Women
in Two Nursing Homes

Age
64-69
70- 74
75- 79
80-84
85-89
90 - 94
95 - 100
Total
7.3
Std. dev
Maximum 100.0
86.0
Median
Valid Cases
170

Frequency

Percent·

5
10
16
33
53
32

3
6
9
19
31
19
12
100%·

2.1
170
Statistics
Range 36.0
Mean
85.8
85.0
Mode
Missing Cases

Minimum

64.0

0

·May not be exactly 100% due to rounding error.
Figure 6. GROUPED FREQUENCY DISTRIBUTION HISTOGRAM OF AGE (IN YEARS)
OF TOTAL SAMPLE OF NUNS AND MAINSTREAM WOMEN
IN TWO NURSING HOMES
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Length of Stay
Table 5 contains a grouped frequency distribution, percentages and descriptive
statistics for length of stay of nuns and mainstream women in two nursing homes.
The mean length of stay was 4. 7 years. The standard deviation was 3.8 years.
The minimum length of stay was one year (n=21) and the maximum was 22 years (n=l)
producing a range of21 years. The modal length of stay was two years (n=38). The
median was 3.5 years. The largest category was 1-4 years with 64% (n=I 10) of
subjects.

Table 5. Grouped Frequency Distribution (in Years) Percentages and Statistics of Length
of Stay of Total Sample of Nuns and Mainstream Women
in Two Nursing Homes
Length of Stay

1-4

5-8
9 - 12
13 - 16
17 -20
21 -22

Frequency

Percent

110
39
13

64
23

5

3
1

8

2

Total

1

1

170

100%

Statistics

Std. dev
Maximum
Mode
Valid Cases

3.8
22.0
2.0
170

Range
Mean

Missing Cases

21.0
4.7

Minimum 1.0
3.5
Median

0

Figure 7, illustrates the majority of length of stays as falling in 4 years or less.
The literature review illustrated lack of research in the area of length of stay in nursing
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homes. Kart (1990) cited an average length of stay in nursing homes of2.6 years.
Hickey ( 1980), using preliminary data from the 1977 NNHS, cited "over two years" as
the average length of stay. This mean length of stay of 4. 7 years is at least 2.1 years
greater than these two cited sources.
Figure 7. GROUPED FREQUENCY DISTRIBUTION HISTOGRAM OF LENGTH OF STAY
(IN YEARS) OF NUNS AND MAINSTREAM WOMEN
IN TWO NURSING HOMES
Length
Count of Stay
59
1-2
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Source of Admission
Table 6 illustrates the frequency distribution and percentages for sources of
admission. Figure 8 highlights these in a barchart.

·(Refer to Table 6 and Figure 8 on next page)
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Table 6. Frequency Distribution and Percentages of Source of Admission
of Total Sample of Nuns and Mainstream Women
in Two Nursing Homes
Source of Admission
Home
Hospital
Another Nursing Home
Other
Total
Valid Cases
164

Frequency

Percent

72

44
34
21

55
34
;)_
164
Missing Cases 0

i
100%*

*May not be exactly 100% due to rounding error.

-

Figure 8. FREQUENCY HISTOGRAM OF SOURCE OF ADMISSION OF TOTAL SAMPLE
OF NUNS AND MAINSTREAM WOMEN IN TWO NURSING HOMES
Count
72

Group
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Histogram frequency
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The modal group was those whose source of admission "from home" with 44%
(n=72). The next largest group was admitted "from the hospital" with 34% (n=55).
Twenty-one percent were admitted "from another nursing home" (n=34). Two percent
of the population (n=3) were admitted from other institutions.
The total percent of women admitted from an institution (combining groups 2-4)
was 57% (n=92). This figure supports previous findings from the 1977 U.S.
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Department of Health, Education and Welfare report. The findings were that "most"
elderly had resided in another institution prior to admission into a nursing home (Kart

1990).
The univariate analyses have offered an informative description of the five
variables (ADL scores, life course status, age, length of stay, and source of admission).
Bivariate Analyses
To address the research question: "ls there a difference between the ADL scores
of nuns in a Motherhouse Nursing home and mainstream women in a community
nursing home?", it is necessary to address the relationship between the two variables.
The first step toward answering this question was to evaluate a zero-order table (Table
7) using ADL scores as the dependent variable and life course status as the independent
variable.

Table 7. ADL Scores by Life Course Status
Life Course Status
Mainstream Women
Nuns
Percent
Percent
44.3
59.7
55.7
40.3
100.0%
100.0%
(106)
(62)

ADL Scores
Low (0-21)
High (22-35)
Total
N of Cases

Valid Cases

168

Missing Cases 2

Table 7 illustrates that there may be a difference in the ADL scores of nuns and
mainstream women of this sample. Nuns have the greatest percent in the low ADL scores
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with 59.7% (n=37) compared with mainstream women's 44.3% (n=47). Thus 15.4%
more of the nuns were in the low assistance category.
These preliminary findings provide support for the hypothesis that "The average
ADL score of nuns is lower than the average ADL score for mainstream women." To
further test this hypothesis, a T-Test was utilized to evaluate the mean difference between
nuns and mainstream women on ADL scores. The null hypothesis used for statistical
significance testing was, "There is no difference in the population between the ADL scores
of nuns and mainstream women." The null hypothesis will be rejected if the observed
significance level is less than 0.05.
Table 8 indicates that the mean ADL score for nuns is 18. 79 (n=62) and for
mainstream women 22.15 (n=I06) resulting in a mean difference of-3.36. This difference
is in the direction predicted. Nuns have an ADL score of3.36 less than mainstream
women.
The T-value is -2.50 and the significance level .007 using a one-tailed test. This
allows the rejection of the null hypothesis and provides additional support for the research
hypothesis that the mean ADL score for nuns is lower than that of mainstream women in
the population.

(Refer to Table 8 on next page).
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Table 8. T-Tests of Mean ADL Scores between Nuns and Mainstream Women
SD
N of Cases
Mean
62
18.7903
7.678
106
22.1509
8.823
Mean Difference = -3.3606
T-Value
1-Tail Sig
OF
-2.50
166
.007

Life Course Status
Nuns
Mainstream Women

SE of Mean
.975
.857
SE of Diff
1.346

Multivariate Analyses
The question that arises is whether or not the relationship and the significance level
will hold when the control variables are introduced. The elaboration process, along with
continued use of the T-Test to evaluate the mean difference between nuns and mainstream
women on AOL scores, will allow an evaluation of the effect of the control variables.

AGE 64c8-4 YEARS

·Nuns
Low
(0-21)
High
(22-35)
Total
N
Valid Cases

Mainstream
Women

AGE 85-100 YEARS

Nuris

Mainstream
Womeri

Percent
55.0

Percent
55.8

Percent
61.9

Percent
36,5

45.0

44.2

38.1

63.5

100.0%
20

100.0%
43

100.0%
42

100.0%
63

168

Missing Cases 0

Table 9 indicates that the effects of age as a control variable are not constant. That
is, the partial table results are split when compared to the zero-order table (Table 7). The
partial table with the youngest age category (64-84) shows almost no relationship between
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life course status and ADL scores (55.0 compared with 55.8).

However, in the older

category, nuns continue with the greatest number in the low ADL scores with 61.9%
(n=26) compared with mainstream women's 36.5% (n=23). Thus, 25% more of the nuns
are in the low category. Mainstream women continue with the greatest number in high
ADL scores with 63.5% (n=40) in comparison to nuns with 38.1% (n=l6).
The elaboration term which describes these results is "specification." It means that
the relationship between the independent variable and dependent variable varies in different
categories of the control variable (Babbie 1992:421). In this case, it suggests that the
relationship between life course status and ADL scores holds for the older women but not
the younger ones. One possible reason for this affect on the youngest age group of nuns is
the fact that cohort groups age differently. Principle 11 of the age stratification theory
(Riley 1985:399) states: "The life course patterns of particular individuals are affected by
the character of the cohort to which they belong and by those social, cultural, and
environmental changes to which their cohort is exposed in moving through each of the
successive age strata."
Table 10 illustrates the T-Tests for evaluating the mean difference between the ADL
scores of nuns and mainstream women in these two age categories.

(Refer to Table 10 on next page).
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Table 10. T-Tests For lndeoendent Samoles of Life Course Status Controllina for Aae
AGE: 85-100 YEARS
AGE: 64-84 YEARS
SE
SD
Mean
SE
N
SD
Mean
N
Life Course
of
Mean
of
Mean
Status
7.683
1.186
18.4762
42
1.749
20 19.4500 7.824
Nun
Mainstream
Women

1.302
43 21.0930 8.535
Mean Difference =- 1.6430
1-Tail Sig SE of Diff
OF
T-Value
2.252
.234
61
-.73

1.135
9.010
22.8730
Mean Difference =- 4.3968
SE of Diff
T-Value
OF 1-Tail Sig
63

-2.59
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.005

1.695

. When controlling for age, the mean AOL score for nuns (age 64-84 years old) is
19.45 (n=20) and for mainstream women 21.09 (n=43) producing a mean difference of
-1.64. While this difference is not statistically significant, it is in the predicted direction.
The mean AOL score for nuns (age 85-100 years old) is 18.48 and for mainstream
women 22.87 producing a mean difference of -4.40. The T-value is -2.59, the degrees of
freedom is 103, and the significance level .005 using a one-tailed test, leading again to a
rejection of the null hypothesis.
Controlling for Source of Admission
The partial table presented in Table 11 illustrates that the variable, source of
admission, also represents a case of specification. The effect differs by level of source of
admission. Two sources of admission, "from home" and "from hospital", maintain the
same basic relationship found in the original zero-order relationship. Nuns have only
three cases admitted-"from the hospital", therefore, conclusions cannot be drawn from the
results.
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Table 11. ADL Scores b Life Course Status Controllin For Source of Admission
FROM HOME
FROM HOSPITAL
FROM ANOTHER
NURSING HOME
Mainstream
Mainstream
Mainstream
ADL
Nuns
Women
Women
Nuns
Women
Nuns
Scores
Percent
Percent
Percent
Percent
Percent
Percent
39.1
47.3
30.0
66.7
50.0
65.3
Low (0-21)
70.0
60.9
52.7
33.3
50.0
34.7
High (22-35)
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
Total
(23)
(10)
(55)
(3)
(49)
(22)
N of Cases
Valid Cases

162

Missing Cases

8

The relationship between nuns and mainstream women changed with the nuns
having their largest numbers in the high AOL scores: seventy percent (n=7) of the nuns
compared with 60.9% (n=14) of the mainstream women. In the low AOL scores,
mainstream women had 9. I% more cases than nuns. As previously discussed in the
original relationship, nuns had 15.3% more cases in the low category. While there are
few cases here and caution must be used, one explanation for this may be due to the fact
that mainstream women would be more likely to be transferred from a personal care
home due to lack of family and community support when minimal assistance is needed.
A personal care home offers non-medical services and residents must be independent in
most of their AOLs including ambulation. If unable to walk, a resident must be
independent with the use of a wheelchair, walker, etc. (Kentucky Long Term Care
Ombudsman Manual I 993 :57).
Also, if the Motherhouse nursing home has just recently gained certification for
offering SNF level of nursing care, a recent increase of transfers of nuns needing SNF
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level of care could be the cause of this effect. These two situations could produce more
mainstream women (from personal care homes) in the low ADL scores than is typical and
more nuns (from SNF care) in the high ADL category.
The control variable, source of admission, specified that the original zero-order
relationship between life course status and ADL scores holds for nuns and mainstream
women with source of admission "from home" and "from the hospital" but not "from
another nursing home."
The T-Tests for evaluating the mean difference between the ADL scores of nuns
and mainstream women in the three categories of source of admission are shown in Table
12.
Table 12. T-Tests of Mean ADL Scores between Nuns and Mainstream Women
Controllin for Source of Admission
FROM HOSPITAL
FROM HOME
SE of
N
of
SE
of
N
of
Life Course
Mean
SD
Cases
Mean
Mean
SD
Cases
Mean
Status
Nuns
Mainstream
Women

(49)
(22)

17.8776
20.3182

7.777
8.543

1.111
1.821

DF
69

1-Tail Sig
.120
Life Course
Status
Nuns
Mainstream
Women

1-Tail Sig
OF
SE of Diff
.471
56
2.058
FROM ANOTHER NURSING HOME
SE of
N of
Mean
SD
Mean
Cases
T-Value
-0.07

(10)
(23)

22.6000
23.9565

5.211
8.450

1.648
1.762

Mean Difference= -1.3565
T-Value
-.56

11.136
8,687

DF
26.94

6.429
1.171

Mean Difference= -.3818

Mean Difference = -2.4406
T-Value
-1.19

21.000
21.3818

(3)
(55)

1-Tail Sig
.289

SE of Diff
2.413

SE of Diff
5.209
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Controlling for "admitted from home," the mean ADL score for nuns is 17.88
(n=49) and for mainstream women 20.32 (n=22) resulting in a mean difference of -2.44.
While not statistically significant, the difference is in the predicted direction.
Controlling for "admitted from hospital," as shown in Table 12 the mean ADL
score for nuns is 21 (n=3) and for mainstream women 21.38 (n=55) producing a
difference of -.3818. The difference is again in the predicted direction. However, since
only three nuns were admitted from the hospital, it is difficult to draw any conclusions
from this test.
Controlling for "admitted from another nursing home," the mean AOL score for
nuns is 22.60 (n=l0) and for mainstream women 23.96 (n=23) producing a mean
difference of -1.36. Again, while not statistically significant, the difference is in the
predicted direction.
The control variable, source of admission, specified that the original relationship
between life course status and ADL scores held for categories "admitted from home" and
"admitted from hospital" but disappeared when controlling for "admitted from another
nursing home."
Controlling for Length of Stay
Table 13 illustrates that length of stay as a control variable essentially does not
effect the original relationship. While the partial table shows some variation in the
strength of the relationship, the zero-order relationship remains intact. W_ith length of
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stay of 1-3 years, the relationship increases the effect to a 29% difference between the
ADL scores of nuns and mainstream women. Length of stay of 4-9 years indicates a
13. I% difference and 10-22 years decreases the effect to a 6.2% difference. Thus, while
the relationship between life course status and ADL's is strongest in the 1-3 years
category, it holds for all of the "length of stay" categories.
Table 13. AOL Scores by Life Course Status Controlling for Length
of Sta

AOL Scores
Low (0-21)
High (22-35)
Total
N of Cases
Valid Cases

1-3 YEARS
Mainstream
Nuns
Women

Percent
75.0
25.0
100.0%
(20)
168

4-9 YEARS
Mainstream
Nuns
Women

Percent
Percent
46.0
55.2
54.0
44.8
100.0%
100.0%
(63)
(29)
Missing Cases 2

Percent
42.1
57.9
100.0%
(38)

10-22 YEARS
Mainstream
Nuns
Women

Percent
46.2
53.8
72.2%
(13)

Percent
40.0
60.0
27.8%
(5)

. An evaluation of the mean difference between the AOL scores and life course
status for the three categories of source of admission was again accomplished with the
use of the T-Test as shown in Table 14.

(Refer to Table 14 on next page).
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Table 14. T-Tests of Mean AOL Scores between Nuns and Mainstream Women
Controllin
1-3 YEARS
4-9 YEARS
SE of
N of
SE of
N of
Life Course
Mean
Mean
SD
Cases
SD
Mean
Cases Mean
Status
7.7676
1.442
(29) 19.9655
6.700
1.498
15.4000
(20)
Nuns
1.569
9.673
1.065
(38) 22.3158
8.455
(63) 22.000
Mainstream
Women
Mean Difference = -2.3503
Mean Difference= -6.6000
T-Value
-3.18

DF
81

1-TailSig
.001

T-Value
-1.10

SEofDiff
2.073

OF
64.81

1-Tail Sig SE of Diff
.137
2.131

10-22 YEARS
Life Course
Status

N of
Cases

Mean

SD

SE of
Mean

Nuns
Mainstream
Women

(13)
(5)

21.3846
22.8000

7.622
8.289

2.114
3.707

Mean Difference= -1.4154
T-Value
-.35

OF
16

1-Tail Sig
.367

SE of Diff
4.101

In Table 14, Controlling for "length of stay" (1-3 years), the mean ADL score for
nuns is 15.4 (n=20) and 22.0 (n=63) for mainstream women producing a mean difference
of-6.6. The T-value is 3.18, the degree of freedom is 81 and the significance level is
.001 using a one-tailed test. This allows the rejection of the null hypothesis.
Controlling for "length of stay" (4-9 years), the mean ADL score for nuns is 19.97
(n=29) and for mainstream women 22.32 (n=38) producing a mean difference of -2.35.
Controlling for "length of stay" (10-22 years), the mean ADL score for nuns is 21.38
(n=13) and for mainstream women 22.8 (n=5) producing a mean difference of-1.42. In
these two categories, the difference is not statistically significant; however, the difference
continues to be consistently in the direction predicted. The nuns in both categories of
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"length of stay" (4-9 years and 10-22 year) had a lower ADL score than mainstream
women.
Summary of Findings
The elaboration process and T-tests were used to answer the main research
question, "Is there a difference between the ADL scores of nuns in a Motherhouse
nursing home and mainstream women in a community nursing home?" Also, these
methods were used to test the hypothesis, "The average AOL score of nuns is lower than
the average AOL score of mainstream women." The zero-order table supported both by
illustrating that 15% more nuns were in the low AOL score category than mainstream
women. The T-test found nuns to have an average ADL score of3.36 less than
mainstream women. The significance level .007 allowed rejection of the null hypothesis.
When controlling for variables age, source of admission, and length of stay, both
replication and specification effects were found. The zero-order relationship between life
course status and AOL scores held in all categories of the three control variables except
for admitted from another nursing home and the younger ages 64-84 years old.
However, T-tests for all partial table categories consistently indicated that the difference
in the mean AOL score was always in the direction predicted. Nuns always had an
average AOL score lower than mainstream women.
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CHAPTER VI
CONCLUSIONS, IMPLICATIONS, AND
SUMMARY

Conclusions
This research offered support for the central hypothesis of this study that there is a
difference in the ADL scores of nuns and mainstream women. Due to the significant
differences of their life courses, it was hypothesized that "The average'ABL-score of nuns
is lower than the average ADL score of mainstream women." Empirical support was
found for the hypothesis. The null hypothesis was rejected. The original relationship in
the zero-order table held when introducing the three control variables, age, source of
admission, and length of stay, except for the youngest age group (64-84 years old) and
source of admission "admitted from another nursing home." However, in all calculations
the mean difference was consistently in the direction predicted. Nuns consistently had a
mean ADL score lower than mainstream women.
Effective results were received from Ferraro's recommendation that a student new
to the field of social gerontology should use age stratification as the foundation for
theoretical framework building in research. The three areas of sociological study
integrated to produce the complete structure were: life-course perspective, role and status
loss, and medical sociology. Also, this research offered findings regarding areas where
contributions are needed: women, elderly women in nursing homes, elderly women with
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disabilities, frail elderly, and persons 85 years old and older.
Implications
This difference in the AD Ls of nuns and mainstream women in nursing homes
indicates that, perhaps, the compression of morbidity is possible. Future research using
the age stratification perspective which integrates the areas oflife course, status and role
losses, and medical sociology could offer needed information to assist, for example, policy
makers in developing interventions.
Interventions are required that provide the resources needed to cope with life
transitions. These resources could assist the aging person to adapt more successfully to
change. Coping skills training is one of the needed resources. Furthermore, values and
•
attitudes toward elderly persons need to be changed. Most specifically, they need to be

valued as contributors of society. The status and role losses experienced need to be able
to be replaced with new roles and statuses.
Another implication is that future research is needed which increases the sample
size of this study. Also, the result of the original relationship not holding for the youngest
age group and for source of admission "from another nursing home" needs to be analyzed
from the age stratification perspective. In both instances, the historical and social contexts
need to be examined as to their possible unique effects. One possibility is that the
doctrinal changes in 1960 by Vatican II may have resulted in a major life transition for the
younger nuns. This needs to be examined at the status and role loss level. Furthermore,
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the fact that the original relationship disappeared for those nuns whose source of
admission was "from another nursing home" needs to be explored. This may or may not
be an indication of the effects of institutionalization. It is not known how long the nuns
were in another nursing home. This needs to be analyzed, also, from the age stratification
perspective (most specifically from the perspective of roles and expectations). (See Figure
3.) Riley (1985:372) indicates "roles open to persons of given ages" and "age-related
expectations and sanctions" are inter-related. The expectations of nursing home staff of
the resident (which includes the role allowed the resident), as well as the expectations of
the elderly resident of herself, can affect behavior. This may be one of the reasons
diagnosis is not a good predictor of ADLs.
In addition, researchers must be careful not to exclude either gender to the point
women were in the past. Therefore, it is recommended that a comparative study of the
ADLs of males in religious life (monks and/or priests) with the ADLs of mainstream men
be completed.
Summai:y
The" ... age of age has arrived" (Rowles 1986:2). It is a great challenge! This
social gerontological research study was undertaken to offer a contribution to assisting
with that challenge.
The confirmation of the hypothesis that nuns in a Motherhouse nursing home have
a lower mean AOL score than mainstream women in a community nursing home indicates
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the possibility of compressed morbidity becoming a reality. Perhaps persons can live
longer, healthier lives with a shorter period of disability. Social gerontology can offer
assistance with the application of the age stratification perspective together with the
integration of other appropriate concepts from other areas, such as, life course, status and
role loss, and medical sociology.
This current time of increasing numbers of elderly can be a time of creativity and
successful problem solving. The prospect of influencing positively ,the aging of present
and future generations is a strong motivator for the accomplishment of future research. It
is hoped this research has made a contribution to facing these present challenges of aging.
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Appendix 1
DATA SHEET
A COMPARATIVE STUDY of DAILY LIVING LEVELS
of CATHOLIC NUNS IN A MOTHERHOUSE NURSING HOME
and MAINSTREAM WOMEN in a COMMUNITY NURSING HOME
Columns

Variables
Facility ID 1 = #1
2 =#2

1. Case Number
2. Date of Birth
Day
Month

01 - 04/

1-4
06 - 13/
6 - 13

Year
14/

3. Sisterhood
1. - Sister
2. - Non-sister

14

4. Admission Date
Day
Month

16 - 23/
25/

5. Admitted from
1 - Home
2 - Hospital
3 - Another Nursing Home
4 - Other
6. Marital Status
1 - Never Married
2 - Married
3 -Widow
4 - Separated

16 - 23

Year

25

27/
27

5 - Divorced
6- Nun
9 - Missing Data

Activities of Daily Living Dependency Scores

29/
29

7. Dressing

8. Grooming

0 - Independent
1 - Independent with minimal
Supervision
2 - Aid of nursing staff
3 - Totally dressed
4 - Bed attire
0123-

Independent
Supervision only
Aid of nursing staff
Totally groomed

30/
30
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Columns

Variables

31/

9. Bathing
0 - Independent
1 - Minimal supervision only
2 - Supervision only
10. Eating

4 - Aid with personal help
5 - Totally bathed

O - Independent

31

32/

1 - Minimal supervision only
2 - Receives help to cut
meat or arrange food
3 - Receives partial help/
occasional gagging or
chocking
4 - Totally fed
11. Bed Mobility

O - Independent

32

33/
33

1 - Occassional help to turn
and sit
2 - Always helped to turn
and sit up
3 - Turned and repositioned
by staff
12. Transferring

O - Independent

34/

1 - Guidance only
2 - Aid of one staff
3 - Aid of two staff and/ or
mechanical device
4 - Remains bedfast
13. Ambulation

14. Toileting

0 - Independent
1 - Independent with device
2 - Aid of one person
3 - Aid of two persons
4 - Does not walk

35/

O - Independent

36/

12345615. Wheeling

34

35

Help to toilet
Occassional incontinence
Nocturnal incontinence
Incontinent bladder
Incontinent bowels
Both 4 and 5

0 - Independent/not used
1 - Assistance around
barriers
2 - Total assistance

36

37/
37
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Variables

Columns

16. Education
1. Elementary thru some college
2. Bachelor's degree and above

39/

17. Occupation
1. Housewife
2. Domestic worker
3. Office work
4. Teacher
5. other

40/

39

40

Diagnoses
18.

First diagnoses

42-43
42-43

19.

Second diagnoses

44-45
44-45

20.

Third diagnoses

46-47
46-47

I Record Number

( 1)

I

48

I

48

